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ABSTRACT

Social Capital, Health Literacy, and Access to Healthcare: A Study among Rural and
Urban Populations in Ghana

by

AMOAH Padmore Adusei

Doctor of Philosophy

There is ample evidence supporting the association between social networks, and
health and well-being. However, existing research and policies to address healthrelated inequalities in Ghana, have largely neglected this critical nexus. To address the
knowledge gap, this study uses the concept of social capital (social relationships and
the resources embedded in them) to investigate how and to what extent social
relationships influence healthcare access and health literacy among selected rural and
urban people. The study also examines how the stock of social capital, and the forms
it takes, can influence implementation, and sustenance of local level pro-poor health
policies. One such policy in Ghana is the Community-based Health Planning and
Services (CHPS). The CHPS is an initiative that aims to reduce healthcare barriers for
people in deprived and remote areas. Compared to other countries in the sub-region,
Ghana is one of the most politically stable and fastest developing, socioeconomically.
However, major health goals are yet to be realised owing to numerous systematic
bottlenecks.
The study adopts a variety of methods including a cross-sectional survey of 779
individuals; 95 in-depth interviews with rural and urban residents as well as health
personnel, community leaders, and six focus group sessions to offer a thorough
understanding of the problem. The sample was drawn from eight rural and 36 urban
communities/suburbs found in five districts in the Ashanti region. This region has a
diverse population profile, which is analogous to that of the country as whole due to
its nodal location.
The results showed that social capital functions differently across the two population
groups regarding its effects on healthcare access and health literacy. While high level
of social capital had positive effects on health and well-being in some instances, it

demonstrated negative consequences in other circumstances, leading to different levels
of health and well-being among rural and urban people. Surprisingly, low degrees of
social capital was sometimes better for health and well-being than high levels. Also,
the properties and magnitude of different social capital proxies provided an important
explanation for why the CHPS policy was fatally troubled in some localities while
succeeding in others according to the study’s findings. These findings situate social
capital as a vital component, not only at the policy initiation phase, but also in
implementation, and in sustaining pro-poor health policies. The study establishes
social capital as a “double-edged” determinant of health and well-being. Instead of
being an unequivocally positive factor, as some studies suggest, its effects can be
ambiguous. It shapes health by itself and in how health literacy and access to healthcare
affect health and well-being particularly among rural people. To address health-related
inequalities and consequently, disparities in health and well-being by using social
capital as a resource, stronger relationships should be forged between social
institutions and the populace Moreover, to strengthen social capital while curbing its
adverse effects, pertinent social divisions such as rural and urban disparities must be
probed. The study thus makes a significant contribution to the literature on social and
public health. It postulates that social capital, while not a panacea, should be adopted
strategically to improve health and strengthen health services in low-income countries.
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CHAPTER 1
GENERAL OVERVIEW
1.0 Introduction
Of all the domains in which I have traced the consequences of social capital,
in none is the importance of social connectedness so well established as in the
case of health and well-being (Putnam, 2000, p. 354).
One of the primary goals of most governments and institutions operating within the
arena of public and social health policy is to ensure a healthy population for its social
and economic benefits. According to the Commission on Social Determinant’s of
Health, such a goal can be achieved through equitable distribution of resources and
reducing health risks (CSDH) (CSDH, 2008; WHO, 2009). However, among other
factors, achieving good health-related well-being1 entails negotiating a labyrinth of
everyday challenges and conditions. Addressing these challenges requires not only
personal aptitude, experience and effort, but it also needs the contribution of an
individual’s social connections (CSDH, 2008; Hollard & Sene, 2016; Kawachi et al.,
2013; Pescosolido, 1992; Putnam, 2000).

The social systems and norms of many ethnic groups in Ghana (see section 3.1)
encourage reciprocity and the use of social relationships to achieve diverse objectives
associated with making a living (Avogo, 2013; Fenenga et al., 2015). However, despite
the commonplace use and noteworthy influence of these relationships, relatively few
empirical studies have been carried out to establish the connection between the social
environment—particularly social relationships—and health-related well-being of
people in Ghana. Targeted social and health policies in Ghana, especially those aimed
at bridging inequalities in healthcare access and health-related knowledge are thus
inadequately informed by empirical research into social elements such as social
relationships (MoH, 2007; Narayan, 1999). There is a dearth of socially relevant
empirical studies about health and well-being. Nonetheless, many, including the World
Health Organization (WHO), argue that critical elements such as health-related
1

Health-related well-being is a term used here for health-related quality of life and well-being. It refers
to a multi-dimensional concept that includes domains of physical, mental, emotional, and social
functioning as regards health. It also concerns a relative state where one maximises these domains in
the context of supportive environments to live a full, satisfying, and productive life (CDC, 2013; Detels
et al., 2015; McCracken & Phillips, 2017; Moriarty et al., 2003). Health-related well-being is affected
by several other variables as discussed in section 1.1 (Detels et al., 2015; Diener & Seligman, 2004;
WHO, 2009)

1

knowledge, and opportunities for healthcare, in their wider sense, are socially
determined (CSDH, 2008; Rudd et al., 2012).

Using a mixed method research design, this study examines the complex interactions
between social relationships (conceptualised as social capital); health-related
knowledge (partly conceptualised as health literacy); and how rural and urban people
in the Ashanti region of Ghana deal with barriers and opportunities pertaining to
healthcare (conceptualised as access to healthcare) to attain health-related well-being.
The study also examines how social capital, and the forms it takes, affect the
implementation and sustenance of the Community-based Health Planning and Services
(CHPS) in Ghana. The stimulus for the study lies in the asseveration that promoting
social capital (SC) could be a less costly and non-monetary solution to social problems.
Such problems include those concerning health-related challenges and inefficiencies
in countries with weak and complicated health systems such as Ghana (CSDH, 2008;
Gros, 2016; Hollard & Sene, 2016; Portes, 1998; Saleh, 2013).

1.1 Problem Statement
Morbidity and mortality caused by preventable infectious diseases (especially malaria)
and malnutrition remain a threat to the Ghanaian society (GHS, 2010, 2015a).
Additionally, noncommunicable diseases afflict many developing countries such as
Ghana (Addo et al., 2012; Boutayeb, 2006; GHS, 2010, 2015a; WHO, 2009). Despite
several attempts to address health-related inequities in many developing countries
including Ghana, progress continues to be slow even though major health
improvements are within reach (GHS, 2015a; Hollard & Sene, 2016). The lack of
meaningful progress—including unbalanced healthcare access and low health-related
knowledge—create inequalities among different population groups such as rural and
urban residents (CSDH, 2008).

Moreover, owing to a plethora of socioeconomic challenges and recurrent institutional
bottlenecks, many who need healthcare rely on their social relationships to ensure an
adequate health-related quality of life (CSDH, 2008; Gros, 2016; Hollard & Sene,
2016; Lori et al., 2014; The World Bank, 2013). Resourceful persons often extend help
such as information, economic and emotional support to individuals and groups of
2

limited means in particular social relationships (Harpham, 2008; Harpham et al.,
2002). This study questions how social relationships affect health policies and whether
they explain the influence of health knowledge and healthcare access on health and
well-being of rural and urban residents in Ghana. Through the examination of these
issues, this study broadens awareness of the range of factors that need to be considered
to strengthen current and future policy interventions.
Some of the prominent determinants2 of health-related inequities, which have also
informed policy interventions across the globe, include access to healthcare and more
recently health-related knowledge/health literacy, and the social environment
(Goldsteen et al., 2015; Nutbeam, 2000). The social environment—whose boundaries,
functions and expectations are determined by prevailing conditions—influences health
and well-being, and has become one of the burning issues in public and social health
narratives in recent years (CSDH, 2008; Kawachi et al., 2013). It encapsulates the
organising concepts of human life including general cultural precepts, social and
community networks (e.g. family, friends, ethnicity, and religious groups) and
socioeconomic stratification (e.g. level of education, occupation and income)
(Berkman & Kawachi, 2014; Denny, 2014). A reciprocal relationship exists between
social environment, such as social relationships, and other determinants of healthrelated well-being. In fact, the determinants of health and health risks do not act
independently but remain interconnected (Goldsteen et al., 2011; WHO, 2009). For
example, the physical environment and the economic characteristics of a given context
are agents, directly and indirectly, involved in the creation and strengthening of
existing social networks (Goldsteen et al., 2011; Lin, 1999; Lyon, 2000). Similarly,
elements of the social environment also shape the extent of healthcare access and even
the degree of health-related knowledge possessed by individuals and groups (Berkman
& Kawachi, 2014; CSDH, 2008; Hollard & Sene, 2016; Saha et al., 2013; WHO,
2009). From this perspective, the health, well-being and health risks of a given
population are considered as products of interactions between people and their

2

Good health and related well-being are also affected by numerous factors. Some of the common ones
include physical environment (natural and built environment), health behaviours and genetic inheritance
and biomedical factors (CSDH, 2008; Detels et al., 2015; Goldsteen et al., 2011). The effects of each of
these factors are also linked to degree of health risk exposures (Goldsteen et al., 2011; WHO, 2009).

3

common cultural and socioeconomic and political contexts (CSDH, 2008; Goldsteen
et al., 2011; Kawachi, 2006; WHO, 2009). This is why health itself is sometimes
defined as adaptability—to the prevailing social environment, including the complex
systems of interaction between the habitat, population and culture (Meade & Emch,
2010).

However, existing studies have not adequately examined how these markers interact
to produce health outcomes among diverse groups and contexts. Elements of the social
environment (particularly social networks or social relationships) present a novel and
unique approach to understanding health and well-being of different population groups
(Berkman & Kawachi, 2014; CSDH, 2008). Nonetheless, it is one of the least explored
areas in health research especially in developing countries in the quest to reduce
health-related inequalities and inequities (Story, 2013; Ware et al., 2009a). This is why
the emergence of social epidemiology (the study of social distribution and social
determinants of health and well-being); and critical epidemiology (the social and
power relations that shape disease definition and illness causation), are widely
embraced by public and social health researchers and policy makers (Berkman &
Kawachi, 2014; CSDH, 2008). The present study seeks to address aspects of this
lacuna by examining the influence of social relationships on health-related knowledge,
healthcare access, and on health policies to ameliorate health and well-being of,
especially disadvantaged groups.
Many studies show that a considerable proportion of Ghana’s population still find it
difficult to understand and make use of basic health information and directives which
result in bad health (Greenaway et al., 2012; Lori et al., 2016; Saleh, 2013). This has
been attributed to factors relating to cultural precepts and underutilisation of
professional services (Lori et al., 2014). The lack of understanding of health
information and directives serves as a barrier to healthcare that may be available and
may have been provided. Although, high healthcare access is positively associated
with health outcomes (Gulliford, 2015; Gulliford et al., 2003), it is estimated that
between 41-72% of the death of all children under-five in sub-Saharan Africa can be
avoided through improved access to healthcare (Rutherford et al., 2010; WHO, 2009).
Indeed, Ghana’s inability to key health targets such as maternal and child health
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indicators in the Millennium Development Goals are attributed to low healthcare
access and low health-related knowledge (Alhassan, Nketiah-Amponsah, Akazili, et
al., 2015; MoH & UN Ghana, 2011).

Others posit that a substantial part of the discrepancies in healthcare access and healthrelated knowledge per se within contexts such as sub-Saharan Africa, can be explained
by the different nature of social relationships people maintain and the resources
embedded in them—social capital3 (Hollard & Sene, 2016). Thus, social capital
comprises the actual or potential resources embedded in social relationships, which are
facilitated by prevailing social norms and trust, and may have consequences for
individuals and groups involved in a given network and even the entire society
(Bourdieu, 1986; Lin, 2011c; Putnam, 1993). The essence of social capital lies in the
idea of uncovering how social relationships constitute a valuable resource (‘capital’),
that people can rely upon especially in times of adversity (Cannone, 2009; Eriksson,
2011). The concept thus brings on board meaningful dimensions of society (e.g. norms
of reciprocity, trust and harmony) that are relevant to health-related research
(Berkman, 1995; CSDH, 2008; House, Landis, et al., 1988; Kawachi et al., 2008).

However, the social relationships that can be used (or not used) as resources take
different forms. Social capital constructs the types of relationships as either bonding
(close associations including family and close friends); bridging (e.g. friends of
friends, neighbours, people in other communities); or linking (individuals and
institutions at a higher level in a social hierarchy such as community leaders) (see
section 2.2.4) (Halpern, 2005). The majority of health-related studies tend to focus on
mainly two (often bonding and bridging social capital) of the three types of social
capital by either ignoring the third one (linking social capital) or by combining it with
bridging social capital (Ferlander, 2007; Kawachi et al., 2008). The distinction
between linking and bridging social capital have not received particular attention in
the health-related discourse even in developed countries where the majority of social
capital research have taken place (McKenzie et al., 2002). Only a few studies such as
3

This does not necessarily mean that resources are embedded in every social relationship.
Nonetheless, some scholars acknowledge social relationships as consisting of “social network ties, the
exchange of social support, as well as social participation…” (Kanamori et al., 2014, p. 1)
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that of Derose (2008) have done so in other contexts (see also McKenzie et al., 2002).
In fact, theoretical and empirical links between the different forms of social capital and
health-related well-being regarding the processes and nuances involved are yet
inadequate, and the findings remain inconsistent (Eriksson, 2011; Rostila, 2013; Story,
2013).

Furthermore, social capital evolves differently among population groups even within
the same societies (Halpern, 2005; Lin, 2001; Ostrom & Ahn, 2003). In the divide
between urban and rural populations, the elements of social norms, trust and a sense
of fairness are starker, and they play an even bigger role in determining access to
healthcare, knowledge and an understanding of directives (CSDH, 2008). Such
differences affect health-related outcomes and linked to degrees of social disadvantage
(CSDH, 2008). This fundamental distinction is missing in the few studies of social
capital that have been done on health in developing regions where striking differences
exist between rural and urban livelihoods. For instance, the rapid urbanisation process
in Ghana (53% of the population in urban areas as at 2013) (World Bank, 2014a) has
invited some ‘peri-urban/other urban’ communities (GSS, 2008; Simon et al., 2004).
The sharp contrast of rural-urban dichotomy remains a focal point for policy analysis
even after decades of identifying the anomaly (GHS, 2015a; Joseph & Phillips, 1984;
McCracken & Phillips, 2017; Phillips, 1990). The Ghana Health Service (GHS)
identifies inequities between rural and urban people regarding health service access
(including health information) as one of the target areas in its current medium-term
Development Plan, 2014-2017 (GHS, 2015a). The WHO also advocates for nations to
‘counter the inequitable consequences of urban growth through action that…ensures
rural livelihoods that support healthy living’ (CSDH, 2008, p. 4).

Of particular interest to this study is not the geographical divide but rather the healthrelated quality of life of these two population groups. Several indicators show that the
quality of life on health-related issues is poorer for rural dwellers across all contexts
(GHS, 2015a; Hall & Midgley, 2004; Saleh, 2013). The poor health is not only due to
the issues about social capital discussed above. It is also related to the distribution of
human resources. In Ghana, allocation of human resources (concerning quantity,
competency and productivity) and higher order health services are skewed in favour
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of urbanites (GHS, 2007; MoH, 2007; Saleh, 2013). The inequalities create gaps in the
choices people make about health including how they engage with the health system.
Such gaps could be alleviated by aspects of social capital such as social networks
(Berkman & Kawachi, 2014; Fenenga et al., 2015). In addition, considering the
potentially uneven distribution and influence of social capital on access to healthcare
and health-related knowledge among rural and urban populations and in general (de
Hart & Dekker, 2003; Derose & Varda, 2009; Putnam, 1993), it is imperative that
policy oriented research consider and appropriately theorise this contextual property
into policy processes (CSDH, 2008; Ferlander, 2007). By examining the influence of
social capital on health-related well-being from the rural-urban perspective in this
study, an uncharted social division is mainstreamed. This is a departure from the usual
social policy ‘fault lines’ or social divisions of class, status, race, and gender in both
developed and developing countries (see Spicker, 2014). Nevertheless, the approach
is not entirely different from the approach deployed by Putnam (1993) in his study
about the role of social capital in institutional functioning and democracy in Italy.

In contrast to what has been stated above, while social capital can have positive effects
on health-related well-being, it can also generate potentially damaging effects for
individuals and groups within a given social structure (Cullen, 2001; Woolcock &
Narayan, 2000). For example, excessive claims made on people deprive them of
resources to for instance access healthcare (Kawachi & Berkman, 2014; Portes, 2014).
Nonetheless, much effort has been devoted to its positive side (Pearce & Smith, 2003;
Portes, 1998; Rostila, 2013). Some attribute this gap to the difficulty in conceptualising
how social support—the resource from social relationships—could take a negative turn
(Bruhn, 2009; Reinhardt, 2001). Moreover, studies involving the negative aspect of
social capital are usually conducted within the remit of positive support for comparison
only (Reinhardt, 2001). It is likely that a systematic exploration of the two sides of
social capital may explain why some health policies succeed while others remain
woefully inadequate. For instance, pro-poor initiatives such as the Community-based
Health Planning and Services (CHPS)—a policy meant to bridge health-related
inequalities for people in deprived conditions such as rural residents in Ghana—is
facing numerous implementation challenges including misuse and underutilisation
(Nyonator et al., 2005b). The challenges are partly due to poor monitoring of the
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‘gatekeeper’ policy—the systematic referral system which is one primary function of
the CHPS initiative (MoH, 2012; Saleh, 2013). The study hypothesises that the forces
accountable for this may not only be the usual suspects such as funding and staffing
but also the influence of social relationships (including the support systems and the
norms and practices that facilitate these relationships) which may be the missing link.
Ghana's Ministry of Health (MoH), subtly acknowledges this lacuna. It reckons that
while the need for inter-sectoral action is recognised in policy frameworks, actual
implementation has focused on delivery of health care services with very little
attention to mobilising individuals, communities and sectors to promote good health,
and to ensure healthy environments (MoH, 2007).

The present study advocates for the development of a new empirical framework for
research and policy design that focuses on the influence of elements of social
relationships—social capital, on health and policy (Berkman & Kawachi, 2014; Boyer
et al., 2015). Considering the chosen context, the present study is timely. Its features
are akin to the seminal works of Putnam who explored the role of social capital in
health and well-being in Italy and the United States (Putnam, 1993; Putnam, 2000).
This study is also in tandem with the work of De Silva and Harpham (2007) who
examined the role of social capital in maternal and child health in four developing
countries. Finally, the study shares crucial elements with the work of Molenaers (2003)
who conducted a comparative study of social capital in development practices in
Nicaragua. It also relates to that of Ali Sheikh et al. (2009) in Islamic Republic of Iran,
who used social capital to evaluate community-based [health] initiatives (CBI). The
study will provide intricate theoretical, methodological and policy insights into the
influence of social capital on health and well-being and even the health system.

1.2 Research Objectives
In summary, based on the above discussion, the study aims to make a case for the need
to critically consider and incorporate elements of social capital—in a holistic manner.
For this study, such policy areas include those concerning healthcare access and
advancement of health-related knowledge among some rural and urban populations in
Ghana. The specific objectives are as follows:
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i.

To obtain an in-depth understanding of influence of social relationships
(social capital), healthcare access and health literacy on health-related wellbeing;

ii.

To examine the influence of social capital on what people know/do not
know about health and healthcare;

iii.

To analyse the nature and extent of any influence of social relationships on
the ability and willingness of people to use healthcare;

iv.

To explore the potential role of social relationships in pro-poor health
policy-making for rural residents in Ghana;

v.

To validate and pioneer tools for measuring social capital, healthcare
access and health literacy in Ghana;

1.3 Research Questions
As stated earlier, the study addresses this broad question: To what extent can social
relationships affect health policies and explain the degree of influence of health-related
knowledge and healthcare access on health and well-being of rural and urban
residents? Specifically, the study seeks answers to the following questions:
i.

How do social relationships, health-related knowledge, and healthcare
access influence health and well-being?

ii.

What are the influences of social relationships on the association between
health-related knowledge and health?

iii.

What are the influences of social relationships on the association between
ability and willingness to uptake health services and health and well-being?

iv.

Can social relationships explain the successes and challenges in the
implementation and sustenance of pro-poor health policies such as the
CHPS concept?

1.4 Justification, Motivation for, and Contribution of the Study
▪

The application of elements of social capital to health-related research is
innovative and valuable, especially in developing countries despite the recent
exponential increase in interest in the concept (Hollard & Sene, 2016). In
Ghana, the majority of related studies (Alhassan, Nketiah-Amponsah, Spieker,
et al., 2015; Avogo, 2013) have focused on the direct relationship between
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elements of the social relationships (e.g. reciprocity, trust, social networks, and
resources they inspire) and health and well-being. Minimal attention has been
paid to how social capital interacts with other determinants of health and even
the paths by which it affects health and well-being. The study responds to
recent calls to examine the mediators and moderators of determinants of health
and well-being such as health literacy (Berkman, Sheridan, Donahue, Halpern,
Viera, et al., 2011). Except for the work of Nketiah-Amponsah and Hiemenz
(2009) and Fenenga et al. (2015), little has been done to demonstrate the
empirical relationship between social capital and health policies in Ghana.
Fenenga et al. (2015) have employed some elements of social relationships to
examine patronage in the national health insurance scheme (NHIS). Amidst the
calls for total decentralisation of the health sector in Ghana—especially
concerning human resources and management at the local level (Couttolenc,
2012; MoH, 2012; Saleh, 2013)—this study is timely. The small research about
social capital and health literacy, in particular, can be attributed to lack of
instruments to measure these concepts—at least in rudimentary forms. This
study addresses these gaps partially and extends the literature on social health
significantly.
▪

The geographical scope of the study in Ghana also presents a suitable location
to undertake the focus of the research. Ghana possesses one of the most
heterogeneous populations in West Africa regarding ethnic and religious
composition (Gyimah et al., 2009; NCC, 2004). The major cities in Ghana
consist of diverse population sets regarding ethnic, religious denomination, and
even citizenship backgrounds. These groups coexist harmoniously despite their
dissimilar [health-related] cultures, beliefs, and practices including forms of
social interactions and the norms that facilitate those interactions (Gyimah et
al., 2009; Twumasi, 2005). Moreover, the recognition of both traditional and
modern political leadership (NCC 2004) make the country and its diverse
communities, an apposite choice for this study, especially about the notion of
‘linking/institutional social capital’ (Ferlander, 2007; Halpern, 2005) at the
heart of the research. Similar arguments about the location of the project within
the country can also be extended to the administrative region (Ashanti) and the
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five districts that were selected for the study (see section 3.1). These
characteristics make the study relevant not only to the chosen locality but also
to the entire country as well as other locations within the sub-region.
▪

Lastly, this study is motivated by a personal ambition to alleviate healthinduced poverty and to reduce livelihood inequalities through effective health
service policies. By this, The author subscribes to the assertion that health is a
critical socioeconomic asset that enables impoverished people to cope with, to
manage, and even to change their unsatisfactory environments (Epp, 1986;
Phillips & Chan, 2002).

1.5 Structure of the Thesis
This thesis consists of ten chapters grouped under four interrelated sections. Part I
(Background and research approaches), consists of this chapter and the second chapter,
which elaborates on the theoretical framework and the hypothesis of the study based
on the accompanying literature review. The third chapter addresses issues relating to
the research methodology (the mixed method research design) includes discussions of
the relevance of the approaches and techniques used and the instruments for data
collection. The fourth chapter offers detailed information on Ghana’s health system
and an overview of the geographical scope of the study and further literature review.
The first four chapters altogether fall under one section titled ‘Background and
research approaches’.

Part II (Preliminary observations) entails two chapters, which set the sail for the
empirical part of the study. Chapter 5, which is the first of the two, presents the
descriptive statistics of the respective dependent and independent variables as well as
the control variables. Chapter 6 addresses the independent relationship between social
capital, and health and well-being.
The Part III, ‘Tripartite effects’, comprises two more chapters—chapters 7 and 8.
Chapter 7 deals with the influence of social capital on the relationship between health
literacy and health-related outcomes. Chapter 8 examines the influence of social
capital on the relationship between healthcare access, and health and well-being. Both
11

qualitative and qualitative data are analysed for each of these empirical chapters to
present the case from both research paradigms.

In the final section, Part IV, the implications of social capital for health policy are
discussed in Chapters 9 and 10. Chapter 9 offers a comparative analysis of the effect
of variations in the stock of social capital on the implementation and sustenance of the
CHPS policy. Each of the empirical chapters in Parts 2, 3 and 4 includes a comparison
between the results of this study with the findings of other researchers such as
(Putnam, 1993), Molenaers (2003) and (De Silva & Harpham, 2007).

Finally, Chapter 10 summarises the findings of the entire study and its implications for
health policy. It makes recommendations and discusses the contribution that the study
makes to the delivery of effective health service in Ghana. It also identifies some actual
and potential limitations of the study. The chapter ends with some concluding remarks
about the study.
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CHAPTER 2
THEORIES AND CONCEPTS:
APPROACHES TO UNDERSTANDING THE ASSOCIATION BETWEEN
SOCIAL RELATIONSHIPS AND WHAT WE KNOW AND DO ABOUT
HEALTH-RELATED ISSUES
2.0 Introduction
The prime focus of this chapter is to construct a working conceptual framework to
examine how social relationships affect what people know and do about health-related
matters in a bid to improve health and well-being. These health determinants are
discussed regarding their theoretical underpinning and earlier research that have used
these concepts about human health and well-being. By dwelling on those results, some
hypotheses are drawn.

2.1 Health and Well-being
The meaning of health is largely subjective. Factors such as culture, ethics, physical
environment, and the nature of social environment including social relations shape the
definition and context of health (Curtis & Taket, 1996, p. 95). The meaning also differs
among fields of study such as sociology, epidemiology, philosophy, and geography.
Health is thus a “contested concept” (Green & Tones, 2010). More often than not, the
meanings of health and even healthcare are socially constructed (Curtis & Taket,
1996). Like any other abstract term, health may mean different things to different
people (Green & Tones, 2010). One of the main causes of disagreement is whether
health represents wellness or the absence of disease or whether it accounts for a holistic
or atomistic phenomenon. To what extent then does health represent a positive
(wellness, normal functioning) or a negative state (diseases, illnesses, symptoms)? The
answer to this conundrums is partly exemplified in the assertion that health and its
related elements rooted in the sociocultural milieu (Berkman & Kawachi, 2014; Curtis
& Taket, 1996).

One of the leading and most cited definitions of health is that offered in the 1946
constitution of World Health Organization (WHO) as “a state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity”
(WHO, 1946). This conception presents health as holistic wellness. However, this
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view rather spells out a somewhat idealistic state to which most nations and humans
aspire. Therefore, going by this criterion, health seems likely to be an unattainable goal
and no individual is particularly healthy at any given time (Gatrell & Elliott, 2009;
Üstün & Jakob, 2005). In the words of Young, “…Indeed, the WHO’s definition is
‘honoured in repetition, rarely in application’ (Young 1998 cited in Goldsteen et al.,
2015, p. 12). The conception, therefore, seems inflexible to a genuine nature of health.
Health is not a constant nor consistent state, but rather a dynamic process and should
be recognised as such (Gatrell & Elliott, 2009).

However, while that definition has fairly been criticised, its key elements are essential
to differentiating classes of health for research and in initiating healthy public policy.
It gives room for individual and perhaps community level assessment of health based
on the abilities of a person to function about social, physical, mental aspects of
everyday activities. For instance, physical health defines aspects of health relating to
disease and disability. It entails a feeling of well-being (physical fitness) to achieve
other life goals. Mental health, on the other hand, implies the cognitive (deals with the
intellectual potential of people) and affect (relates to stable emotions and feelings)
dimensions of health (Green & Tones, 2010). Social health moreover consists of
factors relating to the social environment in which a person finds himself. It also refers
to the sociability of a person concerning health. Thus, a person’s ability to interact with
others within the confines of prevailing cultural norms, values and practices, religion
both at the individual and communal level (Green & Tones, 2010).
Owing to the numerous criticisms levelled against the WHO’s initial and profoundly
optimistic definition, health was redefined more broadly at the WHO’s 1986 world
conference on health promotion. Health was reconsidered less abstractly as“…state
and more as a means to an end which can be expressed in functional terms as a resource
which permits people to lead an individually, socially, and economically productive
life. Health is a resource for everyday life, not the object of living. It is a positive
concept emphasising social and personal resources as well as physical capabilities…”
(Nutbeam, 1998, p. 351). Taking a cue from these definitions and leaning towards a
more operable perspective, Epp (1986) defines health as a resource for everyday living
that allows people to cope with, manage, and even change our environments. These
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definitions are practically more relevant. They resonate well with the current push for
a contextual definition of health for research and policy purposes (Curtis & Taket,
1996). This study leans towards these definitions. It is argued that health related
concepts and impacts are therefore best studied with common socio-cultural elements
in mind to make the results relevant for policy making (Üstün & Jakob, 2005).
Buchanan thus encourages policy makers and researchers to “…shift the emphasis in
the field from the rather narrow focus on producing specimens of physical fitness to a
broader concern for human well-being” (2006, cited in Green & Tones, 2010, p. 10).

Therefore, this conceptualisation of health focuses on its usefulness to the public by
making people as well as their environment, the centre of all health related policies,
strategies and projects (Sharma & Romas, 2012). Thus, it focuses on the generality of
a person’s life satisfaction and well-being (Diener & Seligman, 2004; Pressman &
Cohen, 2005). Well-being and life satisfaction denote how individuals perceive their
lives considering the quality of their social relationships, their positive emotions,
resilience, the realisation of their potential or overall satisfaction with life granted the
conditions of their past, present and their futures (Diener and Seligman 2004; Diener,
Emmons et al. 1985; Helliwell 2006). People who feel satisfied with their lives tend to
perceive their health as better, share a balanced health behaviour, live a long life, and
maintain better mental and physical health status (CDC, 2013; Pressman & Cohen,
2005). Indeed, issues relating to health and life satisfaction are “expected to have
reciprocal effects with economic, political and social gains” (Lin, 2001, p. 245). It is
not surprising that seminal works on the role of social capital on health have in one
way or the other incorporated issues relating to general life satisfaction, well-being,
and/or happiness (Bruhn, 2009; Helliwell, 2006; Helliwell & Putnam, 2004; Lin, 2001;
Putnam, 2000).

2.1.1 Health and Related Outcomes
Health outcomes consist of the potential and actual impact of health service on
population and the state of health achieved by a person as a result of engaging with the
health system (Brook et al., 2000; Graham, 1995). The health service could be in the
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form of planned health intervention(s)/policies to improve health status4. However,
health outcomes may also include unintended effects of policies (Nutbeam, 1998). The
impact areas often include knowledge levels on disease symptoms, management, and
treatment; changes in health-related behaviours; ability to go about routine activities,
and ultimately, whether people live or die. Health outcomes help to determine whether
a given disease or health-related intervention (including health costs, facilities and
services) get better or worse over time (Abbott et al., 2011; Barile et al., 2013; MHO,
2014; Moriarty et al., 2003).

Measuring health outcomes usually requires ample time to evaluate substantially, the
effects of health initiatives or antecedent healthcare. Using outcomes approach in
health studies sometimes require longitudinal studies since many outcomes of interest
may occur years later (Brook et al., 2000). However, cross-sectional studies have
proven capable of predicting health outcomes as has been done in numerous studies
including the works of Ferraro et al. (1997), Idler and Kasl (1995), and Vuorisalmi et
al. (2005). While both longitudinal and cross-sectional studies have confirmed the
importance and potency of outcome measures in social and medical health research, it
is important to note that, the health of a population does not remain stagnant (Gatrell
& Elliott, 2009).

Changing social and environmental factors do influence health outcomes and should
therefore, be taken especially into account while analysing outcomes data. For
instance, it is possible for a person who rates his/her mental health status as poor to
have a status change overnight due to the evolution in his socioeconomic situation.
Some extraneous factors, therefore, influence health status including behaviours and
choices as well as the use of preventive health services (Cho et al., 2008; Hyyppä,
2010). Other factors such as knowledge on health and the given health system and the
degree to which people can uptake health services also influence health outcomes
(Berkman, Sheridan, Donahue, Halpern, & Crotty, 2011; Hendryx et al., 2002).
However, the degree of access (to healthcare) possessed by a person may not
necessarily boost a positive health status (Baker et al., 1997; Gulliford, 2015). This

4

A description and/or measurement of the health of an individual or population at the particular point
in time against identifiable standards, usually in reference to specific health indicators (Nutbeam, 1998)
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may be contrary to common knowledge that access to health care improves the health
status of people (Harris et al., 2011). In the light of this, it is advocated that measures
to promote healthcare access should not be constructed without adequately considering
factors that can potentially confound the expected health outcomes (Cunningham &
Kemper, 1998).

Health status of a given population is measured mainly by concepts relating to
mortality and morbidity (McCracken & Phillips, 2017). Mortality relates to what
people die of, and morbidity refers to the health conditions people live with and those
they are dying from (McCracken & Phillips, 2012). This study focuses primarily on
factors relating to morbidity—illnesses (subjective state of health) and measures to
prevent morbidity and enhance well-being (Gatrell & Elliott, 2009). Moreover,
measurement of the state of one’s health could take either or both of objective—
clinical perspective, or subjective—personal perspective (self-reported) approaches
(Figueredo & Sechrest, 2001; Somerville et al., 2012). In medical sciences (the
‘objective’ perspective), health outcomes usually entail efforts to produce persuasive
conclusion/judgement about the effectiveness and utility of some diagnostic procedure
or treatment (Figueredo & Sechrest, 2001).

Such an approach represents a strictly positivist perspective which is less appropriate
for social health research where the point of view of participants counts for much more.
For instance, in social health, factors such as race and ethnicity create disparities in
health status (Goldsteen et al., 2015). Therefore, considering the social nature of this
study, self-reported health-related indicators are used. Self-reported health has been
shown to be useful in a variety of contexts to assess and monitor the functional
health of an individual or population (Abbott et al., 2011; Detels et al., 2015;
Larson, 2002; Yip et al., 2007). For this study, two main types of health-related
outcomes namely general health-related status (consisting of health status, physical
health, health-related quality of life, and subjective well-being), and use of health
services are assessed. The approach ensures holistic examination of both distal and
intermediate health-related outcomes (Berkman, Sheridan, Donahue, Halpern, &
Crotty, 2011) of participants. The instruments and approaches to measuring these
health-related outcomes are expatiated in chapter four.
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2.2 Social Capital: The Concept
As stated earlier, social relationships are conceptualised in this study as social capital.
Actually, related concepts such as neighbourhood, social cohesion, social
participation, social support, community engagement, networking, alliance building
and recently, social capital, have all been used instead of social capital in similar
research (Denny, 2014; McMillan & George, 1986; Ogden et al., 2013; Poortinga,
2006c). Despite the importance of each of those concepts, social capital—as elaborated
below— captures the core elements of social relationships holistically. It captures not
only the mere networks of social relationships but also their essence. Moreover, social
capital also encapsulates significant aspects of some of its allied concepts.

Theoretical precursors of social capital can be traced to the works of founders of
contemporary social sciences including Adam Smith (1776), de Tocqueville [1840]
(de Tocqueville, 1961) and Durkheim (1897) and even Aristotle (350 BCE)—in his
famous expression which is interpreted as “human beings are social animals” (Halpern,
2005; Hyyppä, 2010). Social capital has therefore emerged from political science to
sociology to economics and now to social health/social epidemiology research and
policymaking (Hyyppä, 2010). The concept is fundamentally framed around what
Ostrom and Ahn (2003) term as second-generation theories of collective action—the
notion that development of societies from villages to international communities
depend critically on how members of community solve the problem of collective
action (Hooghe & Stolle, 2003; Turner, 2003).

The root of social capital is thus ingrained in the philosophy of social and political life
(Hyyppä, 2010; Lin, 2011d; Ostrom, 2000). Social capital is analogous with the adage
that ‘it is not what you know, but whom you know that counts’ (Hyatt, 2009;
Woolcock, 2010). Social capital theorises this adage into a tool for examining the
intrinsic and instrumental components of social relationships and their influence on
different aspects of human livelihoods (Kawachi et al., 1997; Woolcock, 2010). The
basic assumption underlying most of the studies regarding social capital is that
presence of social relationships—family, friends, neighbours, religious and societal
associations and work associates. constitute a valuable asset for every day and
futuristic goals (Bourdieu, 1986; Bruhn, 2009; Coleman, 1988). It is an asset that can
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be called upon in times of adversity, enjoyed for its sake, and leveraged for material
gain such as community projects (Hooghe & Stolle, 2003; Turner, 2003; Woolcock &
Narayan, 2000).

2.2.1 Defining Social Capital: Varying Perspectives
The intellectual origins of contemporary social capital are diverse. Hence, its definition
is unstable across the literature. Notwithstanding, is it agreed that the first use of the
phrase was by the progressive era educator Lydia J. Hanifan in 1916 (Cannone, 2009;
Hooghe & Stolle, 2003; Ostrom & Ahn, 2003; Putnam, 2000). He discussed how
neighbours could work together to oversee community schools (see Putnam, 2000).
Hanifan (1916) first introduced social capital as follows:
“In the use of the phrase social capital, I make no reference to the usual
acceptation of the term capital, except in a figurative sense. I do not refer to
real estate, or to personal property or to cold cash, but rather to that in life
which tends to make these tangible substances count for most in the daily lives
of people, namely, goodwill, fellowship, mutual sympathy and social
intercourse among a group of individuals and families who make up a social
unit…” (Hanifan, 1916, p. 130).
The recent upsurge of interest in the concept has led to a growing theoretical confusion
over the years (Cannone, 2009). The confusion is imputable to the inconsistent
conceptualisation. Among the elite works on the subject include that of the works of
Bourdieu (1986), Coleman (1988, 1990), Putnam (1993)and Lin (1982). While the
works of these scholars have been reviewed extensively in the literature, it is worth
exploring their perspectives on the subject to operationally define the concept for this
study.
Bourdieu (1986)’s conception of social capital centred around his initial work on
cultural capital which theorised the behaviours and choices of actors or social agents
in their bid to mobilise power and influence within societies. To some extent, Bourdieu
portrays actors or the people as free to make their own choices and their history even
within the constraints of the broader social system (Tzanakis, 2013). The dispositions
and behavioural codes pertaining to one’s environment shape the resources—capital
available to a person. Capital in his view refers to a stock of tangible and intangible
resources which foster the hierarchical social structure of capitalism, reproducing
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social differentiation and exclusion (Cannone, 2009). Eventually, he identified three
main forms of capital namely:
i.

Economic capital: Defined as accumulated human labour (economic assets
such as subsidised loans, investments tips, protected markets and access to
economic activities) which are convertible into money and may be
institutionalised in the forms of property rights (Bourdieu, 1986; Portes, 1998);

ii.

Cultural capital: Contacts with experts or individuals of refinement (what has
been widely referred to as embodied cultural capital) or through affiliation with
institutions that confer valued credentials (institutionalised cultural capital). It
also embodies objects, education, taste and media such as writings, paintings,
monuments and similar cultural articles (Bourdieu, 1986; Siisiäinen, 2000)
and;

iii.

Social capital: Defined as “the aggregate of the actual or potential resources
which are linked to possession of a durable network of more or less
institutionalised relationships of mutual acquaintance and recognition”. Thus,
membership in a group which provides each of its members with the backing
of the collectively-owned capital, a ‘credential’ which entitles them to credit
(money, opportunities, access), in the various senses of the word (Bourdieu,
1986, pp. 248-249).

Each of these forms of capital per his analogy, evolves from one’s family and then
accumulates through labour (Cannone, 2009). The positions and possibilities available
to everyone in a society are thus defined by their access to these types of capital. This
hints possible inequalities regarding access and use of social capital (Ferlander, 2007;
Uphoff et al., 2013). Bourdieu developed the concept of social capital to explain why
individuals with similar backgrounds or same stocks of economic and cultural capital
can reach different social positions (Cannone, 2009). Bourdieu forwarded that the
mainstay of actors’ engagement in social interactions is the advantage they hope to
gain—thus reserving primacy for economic capital (Schuller et al., 2000; Tzanakis,
2013). Nevertheless, he resisted the temptation of arguing that social and cultural
capitals are in the end reducible to economic capital/profit (Schuller et al., 2000). He
acknowledges that the process involved in creating social capital are not necessarily
economic centred. The process involves some general responsibilities and timing
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complexities which makes it less comprehensible and transparent enough to be
codified for market exchanges (Portes, 1998).
Therefore, in Bourdieu’s words social capital is ‘not a natural given, or even a social
given but an endless effort at institution of which institution rites—often wrongly
described as rites of passage—mark the essential moments and which is necessary in
order to produce and reproduce lasting, useful relations that can secure material or
symbolic advantages’ (Szeman & Kaposy, 2010, p. 93). Based on these deliberations,
Bourdieu’s view on social capital can be summarised in two areas across literature.
First, it involves the social relationships which produce resources that individuals
within the network could access and use (i.e. quantity of network). Second, it
demonstrates the quality of the resources accruing from the social relations (Cannone,
2009; Lin, 1982; Portes, 1998). Bourdieu, therefore, posits that the amount of social
capital possessed by an agent, acts as both the cause and effect of all forms of past
accumulations of capital (Tzanakis, 2013). A critical observation here is the lack of
cognisance for the cognitive side of social capital in Bourdieu’s conception.
Similarly, Coleman formulated social capital as “consisting of not a single entity but a
variety of different entities that entail some aspects of social structures and facilitate
certain action of actors—whether persons or corporate actors—within the structure”
(Coleman, 1988, p. S98). Coleman aimed to explain the principles moving individuals
to act in society (Cannone, 2009). He saw social capital in instrumental terms with
particular attention to resources accruing from social relationships (Denny, 2014).
Based on that analogy, social capital was judged by its productivity to the actors that
find themselves or engages in a particular association (Tzanakis, 2013). This position
echoes that social capital is often an integral or embedded component of the social
structure. It predates the actors. Therefore, goal-oriented actors by being members of
a given social structure can benefit from the resources, which are embedded in such
networks. This perspective is a bit in contrast with the position of Bourdieu who argued
that social capital is rather created through social interactions among actors in social
space (Bourdieu, 1986; Portes, 1998). Coleman posits that social relations lead to an
exchange of information and can spur economic benefits for those involved depending
on the kind of information they get (Coleman, 1990).
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Coleman thus focuses his discussion of social capital on the resources emanating from
social interactions to individuals and thereby creating avenues for human capital
improvement (Coleman, 1988). To some extent, Coleman equated social capital to the
resources accruing from social relations (Tzanakis, 2013). He thus conceptualises
social capital in three forms namely: obligations and expectations; informational
potency and lastly the norms and effective sanctions (Coleman, 1988). Duties and
expectations in the sense that social relations in the view of Coleman produce an
environment with a generalised sense of trustworthiness and expectations which come
with obligations for its members to stay true to these social standards and expectations
(Coleman, 1988; Denny, 2014). Information potency refers to the channels for
communication and information exchanges through the relationships created among
people. Such information may change aspects of the lives of people for the worse or
better. Lastly, norms that are accompanied by effective sanctions allow people to carry
out activities within the confines of acceptable standards by serving as a check on the
behaviour and choices of individuals (Coleman, 1988; Ottebjer, 2005). Therefore,
Coleman saw social capital as potential public good with less emphasis on the power
of the person but rather the society itself. He saw social capital generally in positive
terms. Social capital was thus defined as constituting capital resources by helping to
establish obligations and expectations between actors, building the trustworthiness of
the social environment and producing positive effects on the various aspects of social
life (Cannone, 2009). Coleman’s conception first brought into limelight the terms;
vertical and horizontal social capital which was taken up by Putnam (1993) (Grootaert
& van Bastelaer, 2001).

Nan Lin is another key contributor to the current literature on social capital (Lin, 1982,
1999, 2011c). Lin’s conception begins with an agreement with Coleman’s assertion
that social capital consists of elements of social structure. In his words, “…there is not
and should not be any dispute that social capital is rooted precisely at the juncture
between individuals and their relations; and is contained at the meso-level structure or
in social network” (Lin, 2011b, p. 2). Lin sees social capital as resources embedded in
one’s social relations. These resources are not influential only at the individual level
but also have macro-consequences. However, Lin adds to the definitions of the
propounders above when he states that, it is operationally insufficient to employ
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“embedded resources” as a concept as it offers a less precise variation for analysis
(Lin, 2011b, p. 3). He emphasised that the quality of the social resource is determined
by the perceived value of the relations/networks held by an individual or a group.
Together with the issues of ‘quantity of resources’, Lin introduced another the
keyword; ‘diversity’, in his definition of the concept. He thus defines social capital as
the “extent of diversity of resources embedded in one's social networks” (Lin, 2011b,
p. 3). He posits that consideration should be given to the density and variation in the
networks held by people rather than the mere quantity (number of people they know)
of the networks.

The seminal work of Robert Putnam (Putnam, 1993) should be considered as his work
chiefly initiated social capital into mainstream research and introduced it as a viable
policy making theory. Although Putnam agrees that social capital emanates from social
relationships, he put much emphasis on the importance of these relationships at the
collective or macro level unlike the individual level perspective offered by Coleman
(1988) and perhaps Bourdieu (1986) who located social capital at the micro level
(Cannone, 2009). He, therefore, defines social capital as “features of social
organisations, such networks, social norms and trust that facilitate action and
cooperation for mutual benefit” (Putnam, 1993, p. 35). While Putnam emphasized on
collective/shared objectives unlike Coleman, the elements in his conception as stated
in his definition did not differ very much. Putnam’s argument for collective benefits is
somehow related to the position of Loury (1977, cited in Portes, 1998) on the subject
who argued against individualism in societies about capital accumulation and
distribution. Moreover, in recognition of the influence on individual or micro level,
Putnam contends that social capital at the collective or macro level will condition the
activities of individuals through the norms and attitudes that emerge from the mesolevel. He argues that the act of association is more vital than the reasons for which
people come together. This assertion has however been contested by many scholars
(Boix & Posner, 1996; Tzanakis, 2013). Putnam’s work furthered discussion on the
two forms of associations in social capital, which was introduced through Coleman’s
(1988) works. Those associations consisted of the distinction between horizontal
associations—agents/individuals of equivalent status and power and; vertical
association— links unequal agents in asymmetric relations of hierarchy and
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dependence (Boix & Posner, 1996). In his subsequent works, Putnam has offered a
breakdown of social capital. This subsequent breakdown includes bonding and
bridging which have been discussed extensively in the literature and later in this review
(Granovetter, 1973; Grootaert & van Bastelaer, 2001; Islam et al., 2006; Putnam,
2000).

It is worth noting that these perspectives and ideologies have been criticised amply
amongst these authors themselves and others with interest in the concept and the field
in general (see Grootaert, 1997; Lin, 2011c; Portes, 1998). Those discussions are
therefore not considered in this review. Nonetheless, attention is paid to the general
criticisms levelled against social capital as a concept regarding its theoretical and
practical foundations later in this section.

2.2.1.1 Defining Social Capital for the Study
The different perspectives on social capital demonstrate its complexity. According to
Grootaert and van Bastelaer (2002), this has to do with the multidisciplinary appeal of
the concept which has led to different interpretations. However, among all the different
conceptions and definitions as those elaborated above, there are common emphasis on
elements such as trust, norms (norms of reciprocity and obligation), and social
networks (social relationships). All of these elements have influence on the lives of
not only groups and communities but also individuals within them (Ferlander, 2007;
Green & Haines, 2002 ). In the opinion of Ostrom (2000), no matter the form social
capital takes, individuals (or groups) who devote time to constructing patterns of
relationships among humans are building assets whether consciously or
unconsciously. In the context of this study, the definition of social capital is inspired
particularly by the works of Bourdieu (1986) (Lin, 2011c) and Putnam (1993):
Social capital is the actual or potential resources embedded in social
relationships, which are facilitated by prevailing social norms and trust, and
may have consequences for individuals and groups involved in the given
network and even the entire society.
This operational definition sets out some key constituents of social capital, which are
relevant for this study. However, these constituents are contextually dependent as
highlighted by the use of the word ‘prevailing’(see also Harpham et al., 2002; Kawachi
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et al., 2008). The definition moreover highlights the position that social capital has to
with social integration, networks and the social support that emanates from those
relations (Scambler et al., 2002).

Social capital describes social interactions of all forms between people within and even
outside a given society. The relationships could be formal or informal depending on
the kind of individuals or groups involved (Harpham, 2008; Islam et al., 2006).
Therefore, these relationships can be expressed in many forms including family and
kinship (single household, extended family, and clan that are created by birth or blood
relations); associational life (networks that link individuals and groups from different
families or groups). Others include cross-sectional linkages (networks between kinds
and levels of organisations aimed at solving common and complex problems); political
capital (relationships with civil society organisations and the state); institutional and
policy frameworks (formal and informal rules and norms governing public life) and;
social norms and values (widely shared and cultural beliefs) (Grootaert & van
Bastelaer, 2002, p. 119). These classifications give rise to different types of social
capital, which are discussed later.

Moreover, social capital can be formed consciously or unconsciously as the definition
implies. For instance, just because people are living in the same neighbourhood does
not necessarily mean they have a strong social connection. However, prevailing
circumstances may spur a sudden need for stronger relationships, which ordinarily
would take a longer to time to build. People may not be able to consciously aggregate
all their social resources because of complex nature of social networks. The knowledge
and need for some resources may sometimes be promoted by rare circumstances
(Harpham, 2008). Social capital thus entails not only the known or current (actual) but
also the perceived (potential) networks and their consequences (Bourdieu, 1986;
Harpham, 2008).

The definition also highlights two major levels of social capital. These are the
individual and collective (group) levels. On the one hand, the individual level focuses
on how actors access and use resources (various forms of instrumental and expressive
support) accruing from their connections with other players and groups within their
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society and even the society as a whole (Lin, 2011a). On the other hand, collective
level focuses on how social capital elements such as reciprocal norms, social cohesion,
trust and networks influence the creation and maintenance of assets for the communal
or societal benefit. The collective perspective is associated particularly with the works
of Putnam (1993) and Coleman (1988). However, despite their differences, these two
levels of social capital are both dependent on the social context in which they are
embedded (Bekkers et al., 2008). Therefore prevailing social norms of reciprocity and
the expected level of trust that govern such relationships shape even strictly natural
bonds such as family relationships (Lin 2011a).

2.2.2 Social Norms and Trust: The Invisible Glue That Makes Social Relationships
Work
Social norms refer to customary and informal understandings that shape the behaviour
and choices of individuals within a given society (Lewis, 1969). They are rules, values
and expectancies that characterise a community (Halpern, 2005). Coleman (1988)
posits that the norms of a given context do not only shape the daily choices but also
serve as a control mechanism in relationships (see also House, Umberson, et al., 1988).
They represent a form of invisible or unwritten institutional bodies that regulate actions
and act as a source of varied forms of knowledge for people within a given society. In
modern neighbourhoods, such norms may include helping neighbours where possible,
being polite and considerate towards others, sense of citizenship and obligation to
assist in public development (Halpern, 2005). Norms necessitate people to have a sense
of obligation which in the context of health may be crucial (Kawachi et al., 2008).
Social norms and other local practices constitute a unique way of accounting for
contextual differences. Such intangible factors underscore why common institutional
ideas and ideals may not work well in all settings. The intangible aspects of social
capital depict the cultural and ethical traits of different contexts, which have to be
considered in the initiation and implementation of policies. This is why studies in
uncharted contexts such as Ghana should be mindful of local culture.

Closely related to the concept of norms is trust. Trust is addressed in the concept of
social capital as part of what is termed as cognitive social capital (Islam et al., 2006;
Misztal, 2013). Like many other socially rooted terms and concepts, trust is not easily
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defined (Newton, 2001). However, it is often presented as the capacity to commit
oneself to fulfil the legitimate expectations of others. Thus, the willingness to permit
the decisions of others to influence one’s welfare (Sobel, 2002). Trust determines the
extent to which people rely on others for advice and subsequent actions after such
directives (Sobel, 2002). Trust is both the constitutive virtue of and a causal
precondition for the existence of any society (Dunn 1984, cited in Misztal, 2013, p.
12). It is the belief of actors or individuals that, even in the worst-case scenario, others
(including their family members, friends, neighbours, local and national leaders) will
not knowingly or willingly take advantage (sense of fairness) of them but will act in
their interest (Newton, 2001). It thus connotes a sense of mutual faithfulness and
obligation (Lewis & Weigert, 1985) which involves risks (Luhmann, 1988) and
possible doubts (Lewis & Weigert, 1985) but on which all social relationships
ultimately depend (Lewis & Weigert, 1985). In general, trust describes elements such
as empathy, reciprocity, civility, respect, solidarity, tolerance, and fraternity (Newton,
2001). It emanates from the micro or individual level—among members of a given
group or community before it is transmitted and sustained at the meso and macro levels
(community) (Lin, 2011b).

Trust, like other cognitive elements, is easily destroyed and takes greater effort and
time to (re) build (Misztal, 2013; Ostrom & Ahn, 2003). Some (such as Edwards &
Foley, 1998) have argued that trust should be maintained strictly as part of cultural
capital rather than social capital. However, trust is deemed as the basis of all human
relationships—the invisible hand that makes social relationships function (Newton,
2001). Newton (2001) therefore argues that trust is the main component of social
capital. Moreover, in relation to trust and norms—the invisible glues (Denny, 2014)
and their effect on formation of social relationships and consequently societies, social
capital is sometimes defined as the social ‘glue’ or ‘fabric’ that holds or knits people
together and, in so doing, creates societies (Rigg, 2007, p. 51). Norms and trust are
key contextual factors that have the potential to influence how people interact with for
instance, health system as well as their knowledge about health and healthcare
(Nielsen-Bohlman, Panzer, Hamlin, et al., 2004). Norms and trust go hand in hand
(Lewis & Weigert, 1985). This study measures these elements as part of social capital.
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2.2.3 Types and Scope of Social Capital
Social capital is categorised into to two broad components namely: structural and
cognitive social capital (Ferlander, 2007; Grootaert & van Bastelaer, 2002; Hyatt,
2009; Islam et al., 2006). This categorisation constitutes the first step in
operationalising social capital for research purposes. On the one hand, structural social
capital refers to relatively objective and externally observable aspect of social
relationships, such as the networks, associations—both group and individual
associations, public and private institutions, and the rules and procedures they embody
(Grootaert & van Bastelaer, 2002, p. 3). The structural component of social capital is
largely equated to the network theory of social capital which sees social capital as
resources embedded in individual’s social networks (Lin, 1999).

On the other hand, cognitive social capital entails perceptions on interpersonal trust,
shared norms, or norms of reciprocity or obligation and sense of belonging (Harpham,
2008; Harpham et al., 2002; Hooghe & Stolle, 2003). It thus assesses the intangible or
invisible (Kawachi et al., 1997) elements of social capital, which to a greater extent
shape attitudes, behavioural patterns and the values (Islam et al., 2006; Kawachi et al.,
1997; Uphoff, 2000). For instance, trust is said to facilitate life in diverse societies and
fosters acts of tolerance and acceptance of otherness (Hooghe & Stolle, 2003).
Associative trust and norms are also related to how harmonious individuals and a
group of people live and the degree to which people feel like a part of their community
or neighbourhood (Bruhn, 2009; Harpham et al., 2002). Cognitive social capital also
encapsulates the subtle notion of how individuals perceive the intentions—being it ill
or positive, of others within their vicinity towards the well-being of other members of
the community and community itself individuals (Bruhn, 2009; Halpern, 2005;
Harpham, 2008; Lin, 2011d). According to Putnam (1993) and Coleman (1990),
cognitive elements such as trust emanates from increased fluidity in structural social
capital aspects such as citizenry participation and vibrant associational life. Thus, the
benefits of structural components of social capital lie in the ability of such relationships
to produce high levels of cognitive social capital such as trust, sense of belonging and
feelings of fairness.
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The two components of social capital are complementary. This is because, although
the social networks may thrive on their own, the ideas and processes behind their
everyday evolution emanate from the cognitive assets (Portes 1998, Coleman 1988).
Indeed, it is the cognitive aspects of relationships that elicit the functions of social
capital (social support, social control, influence) (Portes 1998, Coleman 1988). In the
words of Uphoff (2000, p. 219), “both—cognitive and structural social capital
(emphasis mine), concurrently affect the behaviour of persons, individually and in
smaller or larger groups”. However, others such Grootaert and van Bastelaer (2002)
posit that each of the two components can exist without the other. They argue that for
instance, governments as mandated institutions are structural forms of social capital in
which cognitive elements are not necessarily present. Be that as it may, one cannot
refute the fact the operations of governments, in general, may be influenced in one
way or the other by the prevailing invisible institutions (Islam et al., 2006). Moreover,
the cognitive component of social capital partly describes the social cohesion aspect
of social capital which expresses the attributes of a given society or group (Kawachi
et al., 2008). Social capital, therefore, embodies a major aspect of social cohesion
concept, which could have also been used to explore the research questions.

Moreover, social capital consists of two main forms of associations namely: horizontal
and vertical social capital associations (Ferlander, 2007). These associations give rise
to the three types of social capital—bonding (closed knit groups), bridging and linking
social capital distinctions (Grootaert & van Bastelaer, 2002; Halpern, 2005). The three
types of social capital are the most commonly used categorisation in empirical research
(Grootaert & van Bastelaer, 2002). These differentiations allow for the distinction
between the scope of social capital namely micro, meso and macro (Grootaert & van
Bastelaer, 2001). Horizontal associations—bonding social capital— are those
relationships between individuals and groups of equal or near-equal status regarding,
for instance, age, power and resources (Islam et al., 2006). These associations and their
relevant norms and values represent social capital at the micro level (individual and
household levels). Examples may include, families, kin members, house neighbours,
friends, and close neighbours. These associations are often exclusive and therefore
constitute a closed group of people. This type of social capital is therefore called the
bonding or closed social capital (Grootaert, 1997; Islam et al., 2006). Bonding or close29

knit networks are often associated with redundant information and other resources as
compared to resources embedded in bridging and especially linking social capital
(Burt, 1998; Hyatt, 2009).

Closely related to bonding social capital is bridging social capital. It is often
conceptualised as the form of social capital that makes bridges between individuals
and groups who are usually heterogeneous and who do not necessarily share similar
social identities (Grootaert & van Bastelaer, 2002; Rigg, 2007). Bridging social capital
entails relationships and resources accessed by individuals and groups through
connections across class, friends from different race/ethnicity, friends of friends,
business associates (Hyatt, 2009). It may also represent the weak horizontal ties
between neighbours and people with different occupational and educational
backgrounds. Bridging social capital helps people to access resources that are usually
outside their immediate social networks or even communities (Ferlander, 2007;
Harpham et al., 2002; Kawachi et al., 2008). About the scope of social capital, bridging
social capital may be found at the meso level—lying between the micro level and
macro scopes of social capital (Grootaert & van Bastelaer, 2001).
Moreover, vertical ties which are also equated to the third type of social capital —
linking, refers to hierarchical or unequal relationships due to differences in power,
resources and social status (Hyatt, 2009). This association, therefore, connotes a form
of distant relationship among people of different social groups and class. It may also
represent the linkage between individuals/households and even physical institutions
such as health and educational entities and higher governance structures (Baron et al.,
2000; Lin, 2011c; Rigg, 2007). Linking social capital is therefore synonymous to the
macro level scope of social capital which situates social capital at the institutional
political realm of a given society (Grootaert & van Bastelaer, 2001). Linking social
capital is often associated with access to large resource collections for ordinary people
who have a relationship with individuals in authority. In settings such as Ghana, it is
linked to explicit formal and institutionalised power and authority structures such as
political and traditional authorities (Appiah, 1993; Ayittey, 2006; NCC, 2004).
However, linking social capital is sometimes deemed as a specific form of bridging
social capital (Poortinga, 2006c). Such a relationship may also exert a significant
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influence on the groups and individuals involved (Van Der Gaag & Webber, 2008).
Some argue that distanced forms of networks such as those involving bridging and
especially linking social capital are often additive rather than redundant because of
unique forms of support or information that emerge from such networks (Burt, 1992).
Numerous studies tend to agree that, each of these types of social capital has their
unique characteristics and tends to complement each other functionally (Szreter &
Woolcock, 2004a). It is therefore theoretically ‘reasonable to include all of them in the
theoretical framework of social capital, instead of choosing one over another’ (Chen
& Meng, 2015, p. 3).

2.2.4 Density of Social Networks
A ubiquitous point of contention in the social capital literature is the density of social
networks about its influence at both micro and macro levels. Network density is the
degree to which the actors have contact with each other (Bekkers et al., 2008, p. 194).
The consensus is that dense or closed networks are favourable for the cultivation and
maintenance of [collective assets] (Lin, 2011a). This assertion is also shared by
Putnam (1993) who posits that the density of one’s social connections have a greater
impact on the social capital he or she possesses. From the perspective of relational
social capital, network size and density of resources within the networks are positively
correlated to membership and participation in associational activities—what Putnam
(1993) refers to as civic engagement.

However, although the above argument resonates with many everyday livelihood
occurrences, others contest that the number and density of connections do not
necessarily mean that, individuals within social groups do have access to the resources
therein. In some instances, people within groups may, in fact, be isolated and hence
may pass on little to each other (Ferlander, 2007). Taking a cue from Durkheim (1897)
work on suicide, Pescosolido and Levey (2002) argue that having too many ties may
be as damaging as having too few depending on the position of a person within a given
social circle. Moreover, weaker or less dense networks may sometimes be more
beneficial (Portes 1998). Burt (1992) argues that weaker ties can be a source of new
knowledge and resources regardless of how weak the networks may be (see also
Hooghe & Stolle, 2003; Hyatt, 2009).
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For this study, the impact of social capital on what people know and do about their
health-related issues is also based on the intensity of social capital. Intensity refers to
one’s frequency of involvement in various kinds and levels of social interactions and
the resources or support that emanate from such interactions as opposed to mere
network density. The approach resonates better with the operational definition of social
capital.

2.2.5 Liabilities and Negative Features of Social Capital
The resources of social relationships may be beneficial or a problematic (Cullen, 2001;
Grootaert & van Bastelaer, 2001). Research on social capital has overly concentrated
on its positive consequences (Bruhn, 2009; Portes, 1998). The overenthusiasm on its
positive impacts on various facets of people’s lives has led some into exaggerating
claims for the universal application of the concept (Ostrom, 2000). This is somehow
expressed by the notion that the concept is the ‘missing link’ in development
initiatives—the idea that social capital is all we need (Cannone, 2009; Grootaert & van
Bastelaer, 2001; Islam et al., 2006). Even the seminal work of Putnam (1993) was
subtle on the negative externalities of interpersonal interactions in their early stages by
focusing on forms of society that serve civic ends (de Hart & Dekker, 2003; Grootaert
& van Bastelaer, 2001). Coleman (1988) even hailed the effects of associational life
as ‘always’ positive and beneficial for members and even entire societies (Cannone,
2009). The strictly positive position is however contested as the consequence of social
interactions may not always produce positive impact (Rigg, 2007). Indeed most people
seek social connections that enhance their well-being. However, as a form of capital
propagated through human interactions, others may either consciously or
unconsciously, and directly or indirectly become enmeshed in networks of people who
are engaged in unhealthy or destructive behaviours and lifestyles (Bruhn, 2009; Cullen
& Whiteford, 2001; Woolcock & Narayan, 2000). These perhaps buttresses the
assertion that cognitive elements such as trust involve risk-taking—which can have
both negative and positive results (Luhmann, 1988).

Social capital has been deemed as a constrictive phenomenon as certain social norms
and expectations may require individuals to conform to rules and behavioural patterns
which may reduce their privacy and autonomy especially those within dense networks
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such as small villages (Cannone, 2009; Portes, 1998). Bonding social capital, for
instance, can be a source of social exclusion and isolation for people who may be
considered as unentitled. This assertion is linked strongly to Durkheim (1897) theses
which identified isolation as the chief cause of suicide. People excluded from specific
network groups may suffer not only from lack of access to certain resources but also
experience unique treatments such as bullying and mistrust all of which have a
consequence for physical and even mental health (Ferlander, 2007). Ferlander (2007)
further argues that diseases may reduce the level of social contacts one may possess
rather than increasing it. For instance, a person suffering from a contagious or even
infectious disease may end up being isolated from his/her usual comrades and thereby
lose social capital. In such instances, access to vital information may be limited for the
sick.

Lastly, social capital can also be a source of burden for those in possession of
resources. Some network members may become a burden due to the constant demand
for resources at the detriment of resource holders (Moore et al., 2006; Valente, 2010).
Resourceful persons stand the chance of being exploited, destructed and being harmed
due to the interests of others (Portes, 1998). However, despite its relevance for
wellness (Amoah & Jørgensen, 2014; Ferlander, 2007; Kawachi et al., 2008), social
capital is not a panacea for population health. It may not always generate positive
effects on health outcomes as depicted by these criticisms (Gatrell & Elliott, 2009;
Islam et al., 2006).

2.2.6 Criticisms of Social Capital:
The criticisms levelled against social capital span from a number of positions. Some
have questioned whether the concept qualifies as a form of ‘capital’, the intent of the
idea, its theoretical contentions, and its novelty. Some of these criticisms5 are briefly
discussed here.

5

Ostrom and Ahn (2003) have also discussed other criticisms of social capital including: the lack of
self-conscious choice as regards investment in social capital as a ‘capital’, the inability to alienate social
relationships form the resources embedded in the relationships unlike other forms of capital and the
myriad problem with the measurement of social capital in the bid to quantify the ‘capital’
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2.2.6.1 Is it a capital?
Capital denotes a set of assets capable of generating future benefits for at least some
individuals (Ostrom & Ahn, 2003). According to Lin (2011d), capital can be
conceptualised in two ways. It could either be an input—time, effort, skills and even
money invested or; an output—surplus value as a result of a deliberate human effort
to generate advantage (for instance profit in business/economic activity). This radical
economic perspective has triggered many divisions as to whether ‘capital’ is
appropriate for the concept and even the capabilities of the concept itself (Lin, 2011d).
It is argued that the use of the term capital to qualify social relationships is an
inappropriate application of the idea, which amounts to nothing more than a mere
attempt to gain conviction from a bad analogy (Arrow, 2000 cited in Denny, 2014). At
best, some suggest, social capital could be regarded as a factor that reduces transaction
costs by making it easier for people to work together (Halpern, 2005).

However, Coleman (1988) posits that social capital is capital in its classic sense
because it is created and accumulated through interactions between people—both
consciously and unconsciously, just as human and physical capital. Besides, social
capital contributes to ascertaining certain everyday targets which would not be
possible in its the absence (Denny, 2014). Many moreover portray it as an asset that
can be accumulated and yields a flow of benefits (Grootaert & van Bastelaer, 2001).
Social capital is thus described as an investment in social relations with expected
returns in the marketplace (Ferlander, 2007). It has the potential to enhance output
directly and lead to higher productivity of other resources, such as human and physical
capital (Grootaert & van Bastelaer, 2001). All the other forms of capital focus on the
direct economic and other societal improvements. Social capital, however, focuses on
how the other types of capital and relevant key actors interact to generate growth and
development. This is why social capital is sometimes referred to as the missing link or
missing ingredient in socioeconomic development (Grootaert, 1997; Rigg, 2007).
From an economics perspective, some have argued that any model that ignores social
capital, human capital and investment in public good would be a pretty poor model
(Halpern, 2005). The notion of the asset is perhaps the closest link the concept has to
health-related research such as this one.
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Moreover, latest conceptualisations of the idea of capital have moved from the single
and classical economic explanation (Abel, 2007; Biggart, 2002; Lin, 1999). It now
includes human capital, cultural capital, physical capital and natural capital (Ostrom,
2000; Ostrom & Ahn, 2003; Smith et al., 2001). This is a further in the cup of
arguments in favour of ‘capital’ of social capital. Social capital, however, differs from
the other forms of capital in some aspects of its creation and maintenance. Social
capital rather increases with more use rather than diminishing through reinforced
networks, norms of reciprocity and values (Halpern, 2005).

Social capital usually takes relatively extended period to construct but could be
destroyed within a short time with the least negative attitude (Australian Institue of
Health and Welfare, 2012). Moreover, it is not easy to observe or measure social
capital as compared to say physical capital. In essence, despite the many questions
surrounding its potency as a form of capital, social capital largely complements the
other types of capital aside from the instrumental and abstract support it produces
(Grootaert & van Bastelaer, 2001; Ostrom, 2000). In his introduction to the concept,
Lin (2011b) argued that social capital captures the contributions of social elements in
explaining a wide variety of individual and collective behaviours. Moreover, the
prominence of the concept is reflected in its contribution and presence in several
research and policy initiatives especially in developed countries (Cannone, 2009;
Rothstein, 2005). Several scholars and development practitioners do now agree that
social capital just as human capital, physical capital, cultural capital and even
economic capital, has elements that are useful for social improvement (Grootaert &
van Bastelaer, 2002; Portes, 1998). The explanations offered by social capital,
therefore, offer a quasi-new theoretical basis for policy formulation and
implementation at local, sub-national, and national levels. Concerning health, such
social assets have the potential to influence health outcomes (Kawachi et al., 1999).

2.2.6.2 “Old Wine in New Bottles?”
Several scholars (Baron et al., 2000; Putnam, 1993) present social capital as a new
ideology. The consensus, however, is that ideas relating to social capital are not
entirely new (Cannone, 2009; Ferlander, 2007; Lin, 2011b; Portes, 1998). For instance,
discussions concerning concepts such as social cohesion, sense of community and
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neighbourhood concepts have been studied since over a century as shown by the works
of Tonnies (1887) and (Durkheim, 1897). These concepts are discursive antecedents
of the concept of social capital (Denny, 2014). Thus, the notion that participation in
group and communal activities has consequences (especially positive effects) for the
individuals and community development is a staple one (Aronson et al., 2007). The
concept of social capital is however different and to some extent broader than these
earlier notions as argued earlier. Ferlander (2003) posits that the some of the previous
formations could rather be considered as outcomes and effects of social capital.
Moreover, its application within the health-related research in developing countries
remains a novelty (Story, 2013).

2.2.6.3 Theoretical Contentions
Arguments have also been proposed about the theoretical weakness of the concept
(Cannone, 2009). Fine (2007) argues that although social capital as it is, is capable of
addressing almost anything designated as social, it has tended to neglect the state,
class, power, and conflicts within contexts of interest. Rothstein (2005) opines that the
concept as ingrained in the definition of Putnam (1993) contains so many different
aspects that may have causal correlations with one another. Moreover, some of the key
attributes of the concept evoke tautology (the facilitation of coordinated action) as they
may be in itself elicit ‘social capital’. However, Sobel (2002) argues frantically that a
vague keyword or lack of common grounds on the concept is not a sufficient reason to
condemn a promising line of research. This assertion buttresses the need for the present
study as a way to expatiate the theoretical and methodological concerns of social
capital.

2.2.6.4 Measurement Issues
One of the frequent criticisms levelled against social capital as a theory has been a lack
of agreement on a reliable and valid measurement6 (Halpern, 2005; Kawachi et al.,
2008; Ostrom & Ahn, 2003). Many of the groundbreaking works have relied on
different measurements often involving specific aspects of the broad concept—
trustworthiness—to represent the idea (Fine, 2007; Halpern, 2005). However, this has

6

Some of the recent instruments for measuring social capital has been discussed in chapter 4.
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not proven to be reliable for purposes of ascertaining the level of cooperative
behaviour across contexts (Ostrom & Ahn, 2003). The measurement inconsistencies
put the concept at cross roads as regards its application. However, contentions
regarding its measurements over the years only prove the saliency of concept, and it is
precisely these criticisms that leads to the development of better measures over time
(Ostrom & Ahn, 2003).

2.2.6.5 The Aim of Social Capital
Many have launched critical arguments against social capital on the grounds of its
intent and relevance. The crux of these contentions is about the motivation of the
concept. In the view of Fine (2002) social capital and its propagation only live to
support and universalise the necessities and values of the dominating elite to get the
dominated to accept them uncritically. Valente (2010) adds that the focus on social
capital puts a burden on individuals and civil society groups while ignoring the
institutions who have the primary responsibility to ensure development and well-being
of the masses. These again go to show the saliency of social capital and the need to
examine its nature and effect on everyday activities critically.

2.2.7 Impact of Social Capital: The Resources and Functions of Social Capital
The various definitions of social capital and that of the operational definition for this
study share some basic elements. These include trust, norms of reciprocity and social
networks (personal relations, group activities and civic engagement) (Harpham, 2008;
House, Umberson, et al., 1988; Lin & Erickson, 2008; Putnam, 1993). The elements
generate different forms of support (resources) for members, which make social capital
work through its influence on individuals and groups (Ferlander, 2007; House,
Umberson, et al., 1988; Lin, 2011b). Social resources, largely define the ‘capital’
aspect of social capital. As regards the other types of capital, social resources may refer
to the economic capital, human capital, cultural (symbolic knowledge) and political
capital that may emanate from social relationships (Van Der Gaag & Webber, 2008).

However, using the entirety of other types of capital for social capital assessment is
too broad and difficult to incorporate into empirical analysis. In this way, specific
resources and support functions, which share elements of other types of capital, are
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more relevant and adaptable for practical works. One of such resources is social
support. Support refers to the positive, potentially health-promoting or stressbuffering, aspects of social relationships which could be tangible or intangible (House,
Umberson, et al., 1988; see also Thoits, 1995). Supportive relationships provide
something that people need —either tangible or intangible, to stay healthy or to adapt
to other stressors in life (House, Umberson, et al., 1988). Social support is not used in
everyday conversations but rather expressed through actions and even inactions
(Bruhn, 2009). Such support systems help many people to maintain sociability, persist
in goal attainment, and resist isolation and despair (Bruhn, 2009). The commonest
types of social support7 include emotional support, instrumental support or material
aid, and informational support (Harpham, 2008). These forms of social support are
also rooted in mainstream capitals such as financial, cultural, and human capitals.
Essentially, all the other forms of resources emanating from social capital are in one
way or the other captured under one of these three key forms of social support.
Emotional support refers to support in the form of empathy, morale, and care
especially during difficult or stressful times (Ferlander, 2007; Kumar et al.,
2012). For instance, in their assessment of emotional support, Riumallo-Herl
et al. (2014) asked their respondents to rate on a 4-point scale, the extent to
which they agreed with the following statement: “No one cares about what
happens to me”. This support is deemed salient for health because the presence
of others or their emotional support may have a calming influence on the
neuroendocrine system of organisms. This promotes general health especially
when people are under stress (House, Umberson, et al., 1988). On the one hand,
Instrumental support constitutes a number of practical assistance offered to
people in need such as money and labour which could be in the form of

7

Other forms of social support have also been identified across contexts, which like the three main ones,
are experienced either separately or in tandem with others. Mention has been made of social influence—
associations with people in decision making positions who can “put in a word” for individuals who
aspire for resources outside their immediate networks (Berkman et al., 2000; Lin, 1999). Another form
of support is the social credential. People who have connections to others in higher authorities (linking
social capital) may be able to have access to needed resources through the credibility offered to them
by their mere association with some members of their societies (Lin, 1999; Van Der Gaag & Webber,
2008). Lastly, social support can also be in the form of social control (Portes, 1998, pp. 9-15 see also
House, Umberson, and Landis 1988). Social control is often in the form of enforcement of desirable
rules and expected behavioural patterns and held together by trust and norms of reciprocity (House,
Umberson, et al., 1988; Portes, 1998).
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cleaning and feeding a person in need or even assisting the sick to seek medical
attention. Instrumental support is thus related to one of Portes (1998)
conceptions of social capital functions; as a source of family support—where
members of a closed community or neighbourhood can offer a helping hand to
families that lack adequate human resources. On the other hand, informational
support entails sharing of relevant information, which may be of help to a
person seeking a job, education, or healthcare (Grootaert & van Bastelaer,
2001; House, Umberson, et al., 1988; Lin, 1999). People who have ties with
others in strategic locations or positions—either in the lower or upper part of
the social or economic ladder—can enjoy the key information that may help
them to ‘get ahead’ in their prospective endeavours. Such advantages can
reduce transaction costs, anxieties and improve the use of prevailing services
and facilities efficiently (Burt, 1998; Kawachi et al., 2008; Woolcock &
Narayan, 2000).
These support elements are however generated based on the type, nature and even
degree of trust and interactions of social relationship (Ferlander, 2007; Grootaert &
van Bastelaer, 2002). Some connections are formed for specific purposes that meet
specific needs at a given time. This gives credence to real or even virtual forms of
social networks all of which generate some kind of support (DiMaggio et al., 2001).
The impact of social capital may, therefore, differ for different individuals and groups
(Fujisawa et al., 2009; Lin & Erickson, 2008). Indeed, social support is usually
experienced at the micro or personal level although household, neighbourhood, group
and community levels impact are also conceivable (Bruhn, 2009).

The three most important forms of social support are therefore treated as key resources
or functions of social capital. These tangible and intangible forms of support help to
associate different types of social capital to health-related knowledge and how healthrelated issues are addressed and the ultimate effect on intermediate and distal healthrelated outcomes. Figure 1 shows the composition of social capital theory. The concept
does not, as can be seen in Figure 1, represent a single item but a composite term. The
figure shows the two components of social capital—cognitive and structural social
capital; its two main associations (vertical and horizontal) and their types with
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examples and; finally the forms of social support/functions/resources emanating from
social capital.

Figure 1: The Concept of Social Capital
Social Capital
(Individual/Collective Levels)

Types
Components
Vertical (linking) Associations (formal or
informal
-Unequal relations due to differences in power or
resource and status
E.g. connections to health
administrators/professionals; community leaders

Horizontal Associations (formal or informal)
Bonding social capital
-Relations within
homogenous groups
E.g. family members,
neighbours, close
friends and colleagues

Bridging social capital
-Weak ties linking
groups with
heterogeneous
backgrounds
E.g. Church groups,
Welfare groups, social
clubs, Friends of friends,
friends from other ethnic
groups

Cognitive Social Capital
- Trust and
-Norms of reciprocity
-Sense of belonging
-Harmony
-Sense of fairness
Structural Social Capital
- Social relations
-Group membership
- Relationship with
Individuals
-Formal or informal
-Civic engagement;

Resources and Functions
-Types of social support:
Emotional support
Informational support
Instrumental
-Support from:
-Groups
-Individuals

Source: Author’s Construct, January 2015

2.3 Social Capital and Health-Related Outcomes: A Review of Empirical Findings
Numerous studies have demonstrated the salience of social capital for health and wellbeing (Beaudoin, 2009; Derose & Varda, 2009; Durkheim, 1897; Kawachi et al., 2013;
Uphoff et al., 2013; Wilkinson, 1996). A handful of studies has been conducted in
Ghana concerning social capital and health. Using a mixture of qualitative techniques,
one study in Ghana found that social trust predicted health-related choices such as
registering for health insurance (Fenenga et al., 2015). Alhassan, Nketiah-Amponsah,
Spieker, et al. (2015) have also observed in Ghana that systematic community
engagement or participation is a feasible client–centred quality improvement option
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for effective healthcare delivery. Besides, a study in southern Ghana to examine the
relationship between social capital and health among young and middle-aged persons
found that, social support positively predict self-rated health status and participating
in voluntary activities reduces the likelihood of being ill. Interestingly, social resources
such as social control were not associated with self-rated status but rather predicted
the likelihood of reporting illness (Avogo, 2013).

In other contexts, social capital has demonstrated an association with varying health
outcomes. For instance, Kawachi et al. (1997) observed from studies across the United
States of America (USA) that group membership and cognitive elements such as social
trust are positively associated with general and specific mortality rates (Goldsteen et
al., 2015; Kawachi et al., 1997). Others also relate group involvement to positive
physical health and HRQoL outcomes concerning obesity or body weight and health
status as well as emotional distress as observed in Canada (Veenstra et al., 2005). The
mechanism of influence on health is usually attributed to the information flow through
trusted social networks which tend to promote health (Erickson, 2003; Veenstra et al.,
2005). Social relationships ensure compliance with medical recommendations, serve
as a buffer against adverse life events such as the death of loved ones, natural disasters,
and coping with long-term difficulties such as caring for a dependent parent or a
disabled child (Goldsteen et al., 2015; Uphoff et al., 2013).

However, using individual level approach among household decision makers in highpoverty inner-city areas in USA, Mitchell and LaGory (2002) assert that there is a
small inverse relationship between weak ties such as bridging social capital and mental
health problem (mental distress). However, tight-knit associations (bonding social
capital) showed a strong relationship with mental distress in the same study. According
to the study, bonding social capital tends to increase mental distress among the
impoverished (Mitchell & LaGory, 2002). Perhaps this has to do with the strict
conformity and exclusionary standards of tight-knit associations (Cannone, 2009;
Halpern, 2005; Wakefield & Poland, 2005). Notwithstanding, Beaudoin (2009)
forwards that bonding social capital has a strong protective effect on both physical and
mental health unlike bridging social capital, which only demonstrated protective
effects on physical health.
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Aside from this, research has found that close-knit relationships (bonding social
capital) are beneficial to the management of chronic diseases. For instance, survival of
cardiovascular disease events and stroke has been found to be higher among people
who have close social ties. This is particularly attributed to the emotional resources
that emanate from such relationships (Goldsteen et al., 2015). Other studies, however,
argue that the key to improving health appears to lie in the ability to access resources
outside one’s immediate social milieu (i.e. through bridging or even linking social
capital) (Mitchell & LaGory, 2002). Linking social capital has for instance been found
to be associated with low all-cause and specific (in coronary health diseases, cancer,
stroke and psychiatric disorders) mortality among the elderly in places such as Sweden
(Sundquist et al., 2014). A study among older adults Korean immigrants in the USA
also found a positive association between bridging social capital (connections to ethnic
community activities) and mental health conditions such as depression (Jang et al.,
2015). Thus, information, ideas and services offered by institutions and people in
authority or advantaged positions tend to influence the living gained by individuals
despite the usually formal and distant nature of such relationships (Sundquist et al.,
2014). However, the durability and consistency of associations between two or more
unequal individuals and groups are not always reliable, as expectations may not always
be met (Derose, 2008; Eriksson, 2011).

In a related study among Chinese adults, Chen and Meng (2015) observed a positive
association between bonding, bridging and linking social capital at both individual and
community-levels and health. In the same study, significant urban/rural disparities
were observed concerning the association between bonding and linking social capital,
and adjusted self-rated health (Chen & Meng, 2015). Communities with higher
bonding social capital tended to report poorer self-rated health in urban areas but the
vice versa in the countryside (Chen & Meng, 2015). This is dissimilar to results of a
study in the Netherlands which interestingly indicated that the effect of social capital
on health and well-being was only significant in urban and peri-urban other than rural
areas although social capital was more abundant in the countryside (Mohnen et al.,
2011). Additionally, in a population based survey in England, Poortinga (2012) found
that all the three types of social capital—bonding, bridging and linking social capital—
were positively associated with self-reported health status even after considering
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varying forms of sociodemographic variables. A study in Umea, Sweden, Eriksson et
al. (2010) adds that access to almost all forms of social capital increase the odds of
good self-rated health for all groups of people.

Social Capital and Well-being
Social capital also affects expressive actions—actions “taken to maintain resources
[health in this context] already possessed by an actor. …Social capital is a means to
consolidate resources and defend against possible resource loss” (Lin, 2001, p. 244).
In the end, such actions may produce life satisfaction and well-being which is
meaningful to not only individuals but entire societies (CDC, 2013; Lin, 2001).
Different forms of social capital have been identified across different contexts as key
determinant [and even a causal predictor] of well-being of individuals and groups
(Cattell, 2001; Giordano et al., 2012; Groot et al., 2007; Inaba et al., 2015; Yip et al.,
2007). For example, from a qualitative inquiry in deprived parts of London, Cattell
(2001) forwards that both dense and weak as well as homogeneous and heterogeneous
networks tend to buffer the harsh effects of poverty for instance on health and wellbeing (Cattell, 2001).

Again, a study among adult residents in Japan between the ages of 20 and 79 years
discovered that both cognitive elements of social capital, as well as structural elements
(consisting of active group membership), are positively associated with life
satisfaction and well-being (Inaba et al., 2015). Further to this, using data from the
World Values Survey (WVS), a study by Helliwell and Putnam (2004) evidenced that
social capital (strength of family, group ties), is associated with both physical health
and subjective well-being. A population based cross-sectional study involving five
East Asian countries namely Japan, South Korea, Singapore, China, and Taiwan
registered similar results. It was discovered that social capital proxies such low levels
of interpersonal trust, lack of confidants—an indicator of emotional support, and
weaknesses in norms of reciprocity were related to poor life satisfaction and well-being
after adjusting for socioeconomic status of individuals(Yamaoka, 2008).

These findings are also not different from the results obtained by Elgar et al. (2011)
who used data from the WVS to explore the relationship between four social capital
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proxies namely trust, citizenry participation, linking social capital and group
involvement among both developed and developing countries. In a multilevel analysis,
another study observed positive significant contextual and individual associations
between the social capital proxies and self-rated health status, and how people
perceived their lives and well-being. The association between social capital and health
and well-being is however dependent on socioeconomic status of a person, gender,
age, educational attainment, and nature of community. as such factors determine social
capital itself (see section 2.6) (Aminzadeh et al., 2013; Elgar et al., 2011; Helliwell &
Putnam, 2004; Inaba et al., 2015; Schultz et al., 2008; Yamaoka, 2008). A potentially
adverse impact of social capital on well-being is thus possible although none of these
studies made such observations.
Social Capital and Health-related Behaviours
The role of social capital is demonstrated

through its impact on health-related

behaviours. Social capital has been found to positively influence health-related
behaviours and choices such as smoking (Lindström, 2008; Nieminen et al., 2013;
Poortinga, 2006a), sexual behaviours, dietary choices (Hyyppä, 2010), alcohol
consumption (Nieminen et al., 2013), physical activities (exercise) (Lindström, 2008;
Nieminen et al., 2013) and sleeping (rest) patterns (Hyyppä, 2010). In his work in
Finland, Nieminen et al. (2013) observed that high levels of trust and reciprocity are
associated habits of non-smoking, having an adequate sleep and proper dieting. This
is explained by a study in the Netherlands which found that living with a partner
increases the likelihood of not smoking or even stopping daily smoking (Rezayatmand
et al., 2016).

Moreover, these health-related behaviours do sometimes mediate the association
between health outcomes and social capital proxies such as neighbourhoods, trust and
reciprocity (Hyyppä, 2010). For instance, using data from the population based survey,
(Poortinga, 2006a) found that health behaviours such as smoking, alcohol intake and
fruit/vegetable consumption mildly mediated the association between social capital
and self-rated health status. Mohan et al. (2005) also observed a lessened relationship
between social capital and health when health-related behaviours were considered in
a multilevel modelling suggesting that there is a possible mediating pathway between
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social capital and health through health behaviours. Similarly, Nieminen et al. (2013)
found that physical activities explained the relationship between citizenry participation
and self-rated health status. Perhaps the relationship between social capital and health
behaviours give weight to contentions about how social capital buffer against poor
health outcomes (Cattell, 2001).

At the meso or even macro level, similar observations have been made. For example,
in highly cohesive neighbourhoods, individuals are more likely to indulge in physical
activities, which is known to promote better physical and mental well-being
(Jongeneel-Grimen et al., 2014). This suggests that the impact of social capital, even
at ecological levels tends to rest at the individual level. However, at community levels,
studies have demonstrated that the chances of reporting a good health status increases
by about 6% when social capital level (community participation) is high within a
vicinity (Mohnen et al., 2011). Aside from its direct impact on health, social capital is
also known to mediate between the influence of other sociodemographic and economic
factors on health outcomes. For instance, using data from the social capital community
benchmark survey, Yeary et al. (2012) offer the empirical demonstration of the
influence of social capital on the relationship between religion and health status of
adults.
These results largely project a positive association between social capital and healthrelated outcomes. This assertion informed a study by Giordano et al. (2012) who
sought to establish a causal relationship between social capital and health status using
a panel data from the British Household Panel Survey. After over seven years of
studying the same group of people on four separate occasions, the study concluded
that generalised trust, but not group participation nor bridging social capital (talking
to neighbours), is an independent predictor of health at the individual level. The work
of van Hooijdonk et al. (2008) and others which have demonstrated different findings
as regards the influence of social capital on health underlines the need to use varying
forms of social capital and even health-related variables in an attempt to understand
complexities involved fully. This position is backed by Patulny and Svendsen (2007)
insistence that quantitative studies have particularly centred on bridging social capital
even if the focus on one way or the other is put on other elements such as civic
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engagement, norms of trust while those of qualitative studies have inadvertently
focused on bonding social capital.

However, these inconsistencies align to the fact that the majority of studies on social
capital and health-related well-being have depended on cross-sectional data, which
makes drawing causal inferences of such relationships far-fetched. This perhaps also
explains the unclear difference between rural and urban dwellers concerning the
influence of social capital on health and well-being. Berbrier and Schulte (2000)
moreover argue from empirical evidence that social capital can have positive as well
as a negative impact depending on the form of social capital. They opine that the
interplay of both close and loose networks rather than only one aspect of it affect health
and well-being (Berbrier & Schulte, 2000). Nevertheless, these studies ultimately help
to postulate that social capital (different forms of it) do influence one’s health and wellbeing through an array of socioeconomic and other behavioural mechanisms.

2.4 Identifying a Social Capital Research Gap
An extensive literature search was done to primarily identify the research gaps about
social capital and health-related studies. The process involved electronic literature
search. The majority of studies selected were published recently. The databases used
include PubMed, ScienceDirect database (Social science and Medicine), Web of
Knowledge, and POPLINE. These databases represent some of the most common
sources for health-related research in social sciences. The electronic search was
conducted using the following terms: ‘social capital’, ‘health’, and ‘developing
countries’. These terms were applied to identify the general trend of social capital
research recently with an emphasis on research developing countries where a cursory
search presented it as largely an uncharted context.

The inclusion criteria used in selecting papers for the review were: 1. the paper must
be an empirical study that undertaken in only a developing country(ies); 2. It should
be related to health and health-related outcomes 3. It should attempt to directly
measure or research on at least one social capital element. The search spanned from
1990/2000 to 2015 including abstracts and full texts depending on the results of the
database. The data extracted from each valid paper included: the author (s) and year of
46

publication; the type of research method (whether qualitative, quantitative or mixed
methods design) and sample category and size; location (country) of the study; the
aspects of social capital used; and health-related variables and outcomes and the study
results. Only works written in the English language were considered. Unrestricted
search in PubMed database yielded 3597 of studies on social capital and health.
However, after applying the search restrictions, only 3.7% of the studies were
undertaken in any of the developing countries. Social science and medicine, Web of
knowledge/science and POPLINE (Research report) had only 4.6%, 1.2% and 0.8%
results that met the stipulated criteria. After doing away with duplicates, studies
undertaken in both developed and developed countries and research that were not
original (review articles) and further scrutinisation of the results, 46 of the studies met
the inclusion criteria. The process of selecting the relevant works is shown
diagrammatically in figure 2. However, it is reckoned that there are other databases,
which have studies on social capital and health-related well-being in developing
countries, which were not considered here.

Identification

Figure 2: Flow diagram of article selection process
Papers identified from databases
(PubMed, POPLINE, Social Science
and Medicine, and Web of Science) (n=
459)

Included

Screening & Eligibility

Excluded duplicates
N= 96
Remaining articles after excluding
duplicates, n = 363

Excluded articles after reading
abstracts & full paper
Not written in English, n= 3

Remaining articles after screening
&Articles used in the review, n = 46

Source: Author’s construct, February 2015
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Those not measuring relevant
aspects of social capital, n=
206
Not relevant health-related
outcome, n= 108

The tenets of the 46 studies considered relevant for this review have been summarised
in appendix 1. The 46 studies were conducted in 26 different countries. The majority
of them were carried out in sub-Saharan Africa (50%) followed by the Americas
(North and South America and the Caribbean) (30.8%) and lastly Asia (19.2%). Of
those conducted in sub-Saharan Africa, the majority (69.2%) were based in southern
and eastern parts of Africa (Tanzania, Namibia, Zimbabwe, South Africa, Ethiopia,
Madagascar, Zambia, Uganda, Burundi), with only whereas 4 West African countries
(Nigeria, Ghana, Senegal and Niger). Countries in Asia included China, Philippines,
Vietnam, Lebanon, Bangladesh, India, Thailand and Indonesia. Peru, Brazil,
Nicaragua, Bahamas and Colombia were in the Americas.

The majority (82.6%) of these studies were undertaken using various forms of
quantitative approaches. Mixed research methods and qualitative research designs
appeared only in 6 (representing 13%) and 2 (representing 4.4%) studies respectively.
Some studies, such as that of Moxley et al. (2011), although were predominantly
quantitative, had initial qualitative approaches to adapt research instruments.

The use of social capital varied and were mostly based on the preference of the
researcher(s). Different forms of social capital proxies were used. The commonest
approach was, however, to use elements of both structural and cognitive social capital
(the networks/relationships themselves and attitudinal elements) as done by Khawaja
et al. (2006a) among adolescents in Lebanon. Another example was that of Ware et al.
(2009b) who conducted a study among antiretroviral therapy (ART) patients in
Nigeria, Tanzania, and Uganda. However, other studies (Hall et al., 2014; Wang et al.,
2009), used only cognitive social capital (trust, reciprocity) while the likes of Sirven
(2006) in Madagascar, Go et al. (2010) among men in China, Hampshire et al. (2011)
among children in Ghana, used mainly structural dimensions of social capital.

On the levels of social capital, the majority of the studies reviewed used elements
directly involving ecological or community level social capital. The majority of the
approaches in this regard however involved participation in associational activities,
which in some contexts did not represent the focus of the entire communities. The
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works of Shen (2014) of community building among mid-life and elderly in China;
and Edgeworth and Collins (2006) in Bangladesh shows this type of approach.

Finally, on the three types of social capital, only one study categorically used all of
them. This was the work of Smith and Rimal (2009)in Nambia where they used
qualitative approaches to assess the influence of social capital on HIV/AIDS
prevention. Others used either one type (e.g. use of bonding social capital) (see Myer
et al., 2008), or a combination of two of the types (usually bridging and linking social
capital) (see Mladovsky et al., 2014; Vikram et al., 2012). Lastly, some employed one
or more of the types of social capital in combination with one of the broad components
of social capital (structural or cognitive social capital as done by Wu et al. (2014) in
China. Social capital elements were used as either independent variables, mediating
variable or explanation factor to assess a number of health-related outcomes (studies
that focused on social capital as outcomes were not included). A significant number of
the studies identified here used more than one health outcome measurements. The 46
studies are categorised below according to the outcome measures used.

2.4.1 Sexual Health
Ten of the studies addressed issues relating to sexual health (mainly HIV/AIDS
related). Some (Gregson et al., 2011; Kakietek et al., 2013; Sasaki et al., 2012) focused
on awareness and/or knowledge on HIV/AIDS related factors by assessing how social
capital influenced knowledge on the prevention and management/treatment of the
disease. Others (Go et al., 2010; Muriisa & Jamil, 2011; Pronyk, Harpham, Morison,
Hargreaves, & Kim, 2008) also addressed how social capital mitigated against
attitudes and behaviours regarding sexual health risks. Results of these studies varied
based on contexts and the aspects of social capital measured. For instance, Morrison
et al. (2005) found in their study among young girls in Bahamas that, girls within closeknit communities were more likely to feel safe, trusted their elders and were much
more aware of HIV related issued. However in South Africa, Campbell et al. (2002)
found that participation in group activities did not result in low casual sex or frequent
use of condom. Thus, although social capital (bonding, bridging, linking) have the
ability to influence various forms of sexual health outcomes, the degree and direction

49

of influence is context dependent as Smith and Rimal (2009) and Campbell et al.
(2002) observed in their studies in Namibia and South Africa respectively.

2.4.2 Mental Health
Mental health-related studies identified focused on psychological distress and
depression (Wu et al., 2014) and symptoms of posttraumatic stress disorder (PTSD)
(Hall et al., 2014) and general mental health status (Harpham et al., 2004b). The major
focus was testing or exploring the extent to which social capital (or lack of it), do
influence mental health and its treatment focusing on unique groups such as children
and mothers.

In their assessment, Riumallo-Herl et al. (2014) found social capital (social support
and generalised neighbourhood trust) to be positively associated and even has a causal
effect on depression among the general population of Chile. Similar results was also
found among Indonesians in a nationwide survey where trust and civic participation
was positive for mental health (Tampubolon & Hanandita, 2014) and among mothers
in Vietnam where higher levels of either structural and cognitive social capital was
associated with better mental health (Thuy & Berry, 2013). However, the relationship
between mental health (distress) and cognitive social capital tend to be consistent even
across different contexts unlike structural social capital, which showed mixed
associations. Structural social capital therefore reacted to mental health outcomes
depending on contexts (De Silva et al. 2007). Moreover, in some contexts, other
demographic factors such as income and poverty levels constrained the association
between mental health and social capital as Harpham et al. (2004a) observed in Cali,
Colombia. This finding is also backed by the work Harpham et al. (2005) on common
mental disorders among young people in Colombia where social capital —both
cognitive and structural components, did not emerge as a risk factor for such disorders.

2.4.3 Maternal and Child Health (MCH)
About 11 of the studies reviewed explored different elements of social capital in
relation to maternal and child health. Major areas of concern were child nutrition (De
Silva & Harpham, 2007; Nobles & Frankenberg, 2009) , mothers’ education and health
knowledge, use of prenatal (Leal Mdo et al., 2011) and antenatal services (Story, 2014;
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Valadez et al., 2005) and mothers’ mental health status in relation to child health
(Sujarwoto & Tampubolon, 2013). Results of these studies were generally in the same
direction. Mothers who enjoyed higher social capital led to better child health
(Harpham et al., 2004b; Sujarwoto & Tampubolon, 2013). Leal Mdo et al. (2011) also
found that pregnant women who participated more in community activities were more
likely to use prenatal care. Similarly, Valadez et al. (2005) observed that the density
of relevant committees within a given community was associated with the likelihood
of women to using antenatal care. Moreover, as a mediating factor between maternal
education and child immunisation, structural social capital was not a pathway through
which a mother’s educational level improved child immunisation (Vikram et al.,
2012).

2.4.4 Self-Perceived Health Status, Well-being, and Health-Related Quality of life
Self-related health was one of the commonest health outcomes measured by the
studies. In their assessment of social capital and health status among adolescents in
Brazil, de Souza and Grundy (2007) found a positive association between social
capital elements (bonding and cognitive social capital) and self-rated health among
adolescents who were within experimental groups than those who were not. Similarly,
evidence from rural China also suggests that both cognitive social capital (trust) and
structural social capital (group membership)—although inconsistently, tend to predict
health status and satisfaction with life and well-being at both individual and
community (village) level (Yip et al., 2007). Even at the ecological (regional level),
Hurtado et al. (2011) found a positive association between [both formal and informal]
structural social capital and cognitive social capital [trust] and self-rated health. This
is similar to the observations of Sirven (2006) in Madagascar where social capital at
the collective level (associational involvement, collective actions) was found to predict
a positive self-rated health. However, social capital (neighbourhood trust and
generalised social capital) and self-rated health status, as studied Riumallo-Herl et al.
(2014) in Chile showed mixed results. All indicators of social capital were
significantly associated with self-rated health outcomes among older people (45 and
64 years old) but had a weaker association among younger people.
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Lastly, although much was not done specifically on physical health, a comparison of
the influence of social capital (group based and personal networks) on mental and
physical health in South Africa using Health-Related quality of life (HRQoL) as
outcome measure showed that individual level social capital was associated with
mental health but not physical health (Odek, 2014).

2.4.5 Health-Related Behaviours
The next group of studies identified several health-related factors, which goes to show
the saliency of social capital. These included problem drinking (Jirapramukpitak et al.,
2014), blood pressure checks, blood sugar assessment (Riumallo-Herl et al., 2014),
knowledge on nutrition (Moxley et al., 2011), ability and willingness for self-care
treatment (Edgeworth & Collins, 2006) and health-seeking behaviour (Hampshire et
al., 2011). In their study, Jirapramukpitak et al. (2014) found that social capital
(measured as social trust) was not significantly associated with problem drinking
meant to relieve stress and tension among the elderly in Thailand. On their part,
(Riumallo-Herl et al., 2014), found high social capital (measured by generalised and
neighbourhood trust) to be associated with early markers of cardiovascular risk.
However, on measures of diabetes (blood sugar level) and hypertension (blood
pressure), the results were inconsistent among different age groups. At ages 30-44,
generalised and neighbourhood trust are associated with lower diabetes and
hypertension prevalence. In contrast, at ages 45-64, lower generalised trust is related
to increased diabetes and hypertension prevalence. This result are consistent with the
assertion of that age, gender, locality of a person, religion, and ethnicity are seasonal
determinants of health and health outcomes (Christoforou, 2005; Kaasa & Parts, 2008).
Moxley, Jicha and Thompson (2011)’s research in the Philippines about social capital
and nutritional knowledge among household heads found that the social capital
elements in question (participation in community/group activities) did not have any
association with nutrition knowledge. On self-care, social capital (associational
involvement) was associated with household welfare through self-care in times of
diarrhoeal outbreak. Households that exhibit weak social capital were more excluded
from information on appropriate self-care treatment (Edgeworth & Collins, 2006).
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2.4.6 Health-related Interventions
Two studies examined the role of social capital in implementing health-related
initiatives such as sanitation campaign programs. Cognitive elements such trust,
solidarity, and social harmony were crucial in such interventions in selected
communities in Nicaragua (Brune & Bossert, 2009). This is not dissimilar from how
elements of social capital such as trustworthiness explicated issues of dropout rate and
active participation in community-based health insurance in Senegal (Mladovsky,
2014). A major lapse, however, had to do with lack of attempt to examine how to
generate social capital for such interventions. Fewer studies have therefore attempted
to empirically situate social capital in health policy implementation/sustenance
although the two studies here attest to its influence on health-related policies. This has
to be rectified.
2.5 Research Gaps
Following the discussions from chapter one, this study attempts to address these
dilemmas in social capital related studies.

2.5.1 Theoretical Gaps
Less emphasis has been put on the distinctive influence of the three types of social
capital on health and well-being. Besides, the majority of the studies in developing
countries have concentrated on collective (group) participation as a measure of social
capital. Moreover, a growing evidence suggests that distinguishing between the types
of social capital are both theoretically and practically important (Harpham, 2008). This
approach helps to understand which type (s) and component (s) of social capital
promote (s) or harm (s) the health of individuals and groups (Kawachi et al., 2008).
Calls have thus been made for research that distinguishes for instance bridging social
capital for its potentially unique impact on health (Harpham, 2008; Harpham et al.,
2002; Poortinga, 2006c). In the opinion of McKenzie et al. (2002, p. 282) there is a
need to expand attention to social structure, organisation and institutions—the vertical
aspects of social capital —to fully understand the health outcomes of groups and
individuals. When ordinary persons have connections to those with higher social status
are more likely to have access to higher order resources that may not be ordinarily
accessible (Lin & Erickson, 2008).
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Conspicuously missing from current research is how social capital relates the degree
to which people are able and willing to engage with the health system. While some
studies have addressed access to maternal health services (Saha et al., 2013) and
health-seeking behaviour among children (Hampshire et al., 2011), it is pertinent to
ascertain the extent to which social capital promote or impede access to health services
in general. This is particularly important in places such as West-Africa where the
nature of diseases burden continues to expand (McCracken & Phillips, 2017). Studies
in developed countries even confirm the critical role of social capital on health and
well-being through improved healthcare access (Hendryx et al., 2002; Uphoff et al.,
2013).

Another missing aspect in studies reviewed here is the relationship between social
capital and knowledge efficacies on health and the health system (health literacy). The
focus has overly been on knowledge on sexual health matters (Go et al., 2010; Morrison
et al., 2005) and a few studies on nutrition knowledge (Moxley et al., 2011). However,

identifying the gaps in population knowledge on health and the prevailing health
system has the potential to address the majority of these specific health knowledge
gaps more efficiently. Lastly, the relationship between social capital and health
policymaking and functioning remain woefully inadequate in existing studies.

2.5.2 A Contextual Gap
The results of the search underscore the assertion that the majority of research relating
to social capital and health have been undertaken in developed countries (Story, 2013).
Particularly, fewer studies about social capital and health have been carried out in the
western part of sub-Saharan Africa. For instance, only one study (Hampshire et al.,
2011) was undertaken in Ghana. This perhaps is the reason behind calls for diversity
in the contexts in which social capital and health research are undertaken (Kawachi et
al., 2013). Moreover, in uncharted contexts such sub-Saharan African, Asian and
American countries, segregating the rural and urban differences and paying attention
to ethnic compositions conforms to current and future theoretical and empirical
research needs.
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The present review shows that associations and between social capital and health are
inconsistent (even among developed nations) due to reasons such as cultural
differences as well as the living conditions (Hyyppä, 2010). Moreover, per the work
of Beaudoin (2009) in Iowa in the USA, and as demonstrated in many of developing
countries, neighbourhood composition (such ethnic and race composition, religion and
economic characteristics) can determine the extent of association between social
capital and health. Due to these contextual issues, generalisations in social capital
research such as “ bonding social capital is a means to ‘getting by’ while bridging
social capital is a means to ‘getting ahead’ (Beaudoin, 2009; Granovetter, 1973;
Grootaert & van Bastelaer, 2002) may not always be the case and cannot be flatly
accepted.

2.5.3 A Methodological Gap
The majority of the studies cited employed quantitative methods with only a few of
them employing qualitative methods and mixed methods design. However, although
social capital may influence different forms of health, a clearer understanding is
needed on the complexity and dynamics of the social processes involved and their
contribution to better health (Pridmore et al., 2007; Story, 2013). The processes
involved in the relationships have seen little research even in developed countries
where the majority of social capital related studies have taken place. Perhaps, the
inconsistencies in research findings have to do with the methodological approaches as
the majority of them assessed the independent relationship between social capital and
health. A mixed methods design may thus help to bridge some of these dilemmas about
the relationship between social capital and health-related knowledge and use of health
services.

2.6 Conceptual Framework
Congruent to Victora et al. (1997) suggestion, a working framework (figure 3) for
studying the multiplicity of interactions between social capital (the value of social
relationships), health knowledge efficacies (health literacy) and healthcare access is
proposed here. The concepts and literature discussed earlier and later in this chapter
indicate that each of health literacy and access to healthcare has influence on health
and well-being among both rural and urban residents regardless of the context (whether
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in developed or developing countries). The outcome variables as stated earlier, consist
of two generic outcome measures namely:
1. General health status and well-being—assessed by self-rated general health
and physical health, subjective well-being, health-related quality of life
(HRQoL); and
2. Use of health services— the number of hospital admissions and rate of
emergency room visits. This is primarily to measure intermediate health
outcomes.
The study moreover considers other health-related behavioural variables. The healthrelated variables, which are also considered as control variables—include use of
tobacco, alcoholic beverages, deliberate effort to undertake physical activities
(exercise) intended for health purposes, attitude towards routine body checkup; and
sleeping habits. Moreover, per the reading of the literature, the relationship between
health and well-being related concepts can also be and are affected by external factors
including age, gender, income levels, social and economic status, occupation, and
educational background. These factors are reckoned and treated as control variables.

The prime objective of this study is to make a case for the need to incorporate social
elements in health policies and strategies by examining the influence of social capital
—measured holistically, on the association between health literacy/access to
healthcare and health-related outcomes. Further to this, the study examines the role of
social capital in the implementation and sustenance of one pro-poor health policies in
Ghana namely: community-based health planning and services (CHPS) initiative—a
primary healthcare initiative, mainly for people in deprived areas (Chapter 3 provides
an elaborate background). The study probes into how elements of social capital
contribute to the successes and potential limitations of the policy. Figure 3 summarises
the objectives and operationalisation of the study.

56

Figure 3: Conceptual Framework
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household members, household’s source of health information
Social division: Rural and urban people
Interaction influence
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Source: Author’s Construct, January 2015

In Figure 3, the solid arrows indicate the direct influence of elements in the various
concepts—social capital, access to healthcare and health literacy on the outcomes
variables. The broken arrows, nonethless, show the interaction effect of different forms
of social capital on access to health care and health literacy and the subsequent
influence on the outcomes variables. However, the interaction effect of social capital,
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as well as its direct impact, could be positive or negative based on results of some the
studies reviewed. Attention is thus given to the direction of influence of the various
relationships as indicated in figure 3. The analysis is carried out in a manner that
demonstrates the differences among rural and urban people as regards the direct and
interaction effects of various forms of social capital. Rural and urban residents are thus
treated as distinct population groups or as people of different social divisions by way
of health-related characteristics—access, knowledge and health status in particular.
Conceptually, this approach helps to differentiate between the influences of social
capital on health well-being among people in disadvantaged conditions as opposed to
those in relatively affluent circumstances concerning health-related knowledge and
access to healthcare. Subsequently, this will elicit appropriate policy recommendations
for addressing health-related inequalities for especially disadvantaged groups such as
rural residents.

2.7 Social Capital and Health Literacy: What We Know About Health and
Healthcare
Inadequate knowledge on various aspects of health and healthcare and prevailing
health system is recognised as one of the key impediments to current efforts to improve
population health and bridge health inequities (Protheroe et al., 2012; Rootman, 2012;
Saleh, 2013), even in the developed countries such as the United States of America
(Nielsen-Bohlman, Panzer, Hamlin, et al., 2004). Health literacy8 is regarded as a vital
approach to improving health knowledge by enabling people to partake in healthcare
and disease prevention and bridges the gap between human needs and prevailing
service institutions are matters (Pleasant, 2011; Simonds, 1974). It is a vital resource
for everyday living, a key determinant of health, and a critical aspect of health
disparities which makes it very essential for especially developing countries (Gillis et
al., 2012; Nutbeam, 2000). It demonstrates one's knowledge about diseases, ability to
use preventive care and comply with medical instruction (Lee et al., 2004 ) As a
research tool, health literacy offers an approach to ascertain the general or even
specific health knowledge of a person or groups (Pleasant & Kuruvilla, 2008). Health
literacy conceptualises the requisite knowledge on health and healthcare needed for a

8

Gillis et al. (2012) have elaborated on the key events leading to the conceptualisation of health
literacy and different definitions of the concept systematically.
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person to make informed decisions about health. The concept is rooted in basic literacy
theory (Nielsen-Bohlman, Panzer, Hamlin, et al., 2004; Nutbeam, 2008; Pleasant,
2011; Zarcadoolas et al., 2005). This is because, low literacy has the potential to impair
one’s functioning within and outside the healthcare environments (Berkman et al.,
2004). Health literacy was therefore almost equated with one’s ability to read and
attain a certain degree of mathematical competency at the onset (Ad Hoc Committee
on Health Literacy for the American Council on Scientific Affairs of AMA, 1999;
Gillis et al., 2012). However, current approaches entail new elements that have more
or less complicated how it should be perceived and to some extent its pertinence for
health, health research and health education.

There is not an exact definition of what health literacy is and what it entails. Institutions
such as the WHO (Nutbeam, 1998; Nutbeam, 2008; Ratzan & Parker, 2000), the
Institute of Medicine (IOM) (Nielsen-Bohlman, Panzer, & Kindig, 2004) have their
definitions of the concept. However, for this study, health literacy is “linked to literacy
and encompasses people’s knowledge, motivation and competences to access,
understand, appraise, and apply health information in order to make judgments and
take decisions in everyday life concerning healthcare, disease prevention and health
promotion to maintain or improve quality of life during the life course” (Sørensen et
al., 2012, p. 3). This definition makes it an important tool for social and public health
policies. It gives room for exploring wide range health-related knowledge including
those concerning a given health system.

Moreover, this definition presents health literacy as an asset as well as a risk factor for
health, which leaves room for the operations of social capital (Nutbeam, 2008). It is
particularly significant in developing countries for promoting essential health
education programmes and in evaluating health knowledge and reducing preventable
mortalities and morbidities (Nutbeam, 2000). Health literacy has predominantly been
an individual level-construct (Sørensen et al., 2012). However, it remains the concern
of entire population groups (Berkman et al., 2010; Freedman et al., 2009; Ratzan &
Parker, 2000; Zarcadoolas et al., 2005). This study however predominately leans
towards individual level knowledge and efficacies.
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2.7.1 Dimensions of Health Literacy
Among the commonest components of health literacy which reflects different
conceptualizations include that of Nutbeam (2000). Firstly, there is functional health
literacy (FHL), which entails people’s general knowledge of health and health system.
For instance, one’s ability to comply with prescribed actions. There is also interactive
health literacy, which entails the personal capacity to act independently concerning
health-related decisions and tasks. It also captures one’s ability to interact with
healthcare providers (Frisch et al., 2011). Lastly, there is critical health literacy which
relates to the development of skills that enables people to partake in socio-political
actions geared at health promotion (Nutbeam, 2000). Other scholars such as Freedman
et al. (2009), Zarcadoolas et al. (2005) and Manganello (2008) have also enunciated
similar forms of dimensions of health literacy.

However, to give a rigorous understanding of the concept for this study, an integrated
approach is used. This method combines the conceptualization offered by Sørensen et
al. (2012) called integrated conceptual model of health literacy (ICMHL) and
functional health literacy. On the one hand, the ICMHL approach sees health literacy
as a mastery of

the processes involved in three main health domains namely:

healthcare (Gulliford, 2015; Gulliford et al., 2003), disease prevention (Goldsteen et
al., 2015; Nutbeam, 1998) and health promotion (Goldsteen et al., 2015; Green &
Tones, 2010). It is expected that adequate knowledge and abilities regarding these
three domains and the processes involved will render a person health literate (HLSEU Consortium, 2012; Sørensen et al., 2013). This conceptualisation is especially
fitting for the qualitative inquiry on how social capital influence health-related
knowledge. On the other hand, despite the broad nature of current conceptualization
of health literacy, it is yet prudent to consider functional health literacy as a vital
component to measuring health knowledge efficacies especially in uncharted contexts
such as Ghana. In relation to functional health literacy, (Nutbeam, 2008) posits that
the ability to read and write (functional literacy) is a foundation for health literacy on
which a range of complementary skills can be built. This study, however, takes much
interest in the extent to which social relationships shape the effect of health literacy on
health-related outcomes.
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2.7.2 Health literacy, Health-Related Well-being, and Social Capital: A Review
Prior studies have demonstrated a relationship between health literacy and different
forms of health-related outcomes in several contexts to the extent of making the two
almost synonymous (Baker et al., 1998; Davis et al., 2006; Gazmararian et al., 2003;
Pleasant & Kuruvilla, 2008; Protheroe et al., 2012). However, only a few studies have
attempted to establish this relationship in Ghana. Those studies have however focused
extensively on maternal health and gendered perspectives. Edum-Fotwe (2010) for
instance observed that higher levels of maternal health literacy are positively related
to the likelihood of using antenatal health services and delivering in a health facility in
the Komenda-Edina-Eguafo-Abrem district in Ghana. However, health literacy among
rural residents was lower than that of urban dwellers (Edum-Fotwe, 2010). Lori et al.
(2014) add that some sections of Ghanaian women have low health literacy and it is
associated with poor judgements about decisions about the use of health services and
difficulty in interpreting and using health information.

In other contexts, health literacy is a critical element in determining access and use of
health services (Berkman, Sheridan, Donahue, Halpern, & Crotty, 2011). Low health
literacy is associated with lack of or delay in access to healthcare due to inadequate
knowledge of health and the health system (Pignone et al., 2005). Being health literate
breaks down barriers that prevent people from accessing needed health services by
enhancing health knowledge and awareness (Gillis et al., 2012). For instance, Cho et
al (2008) found in a study among older people in the USA that health literacy has direct
and adverse effects on hospitalisation and physician or emergency room visits in the
USA even after controlling for demographic, socioeconomic characteristics and health
insurance ownership (see also Baker et al., 1998). This indicates that health literate
persons are less likely to fall ill and may thus hardly need to use emergency room
services or even be hospitalised. These assertions are also not different from what was
found in the same context by Rasu et al. (2015) who analysed the impact of low health
literacy on healthcare utilisation and healthcare expenditure. The study found that
health literacy is inversely associated with healthcare utilisation and expenses.
Consequently, high health literacy levels lead to lesser use of health services and
thereby reduce spending on healthcare (Rasu et al., 2015). These are explained by the
work of Chen and his colleagues who found in Taiwan that health literacy increases
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self-efficacy and increases health knowledge and thereby increase use of preventive
(Chen et al., 2013). These findings perhaps give credence to the assertion that health
literacy is positively associated with better health status and well-being (Berkman,
Sheridan, Donahue, Halpern, & Crotty, 2011; Mottus et al., 2014; Sentell & Braun,
2012).

However, the level of health literacy does not always associate with health outcomes
or even the choices people make about their health. For instance, Lee and his
colleagues observed from a study in Taiwan using a national adult sample that health
literacy was positively, and independently related to checking food expiration dates
and monitoring physical bodily changes. However, in the same study health literacy
was not related to physical checkup and Papanicolaou smear screening. Furthermore,
women with high health literacy were more likely to be a current smoker (Lee et al.,
2012). Again, Lee et al. (2009) noted in their study of Medicare (health insurance)
enrollees that low health literacy significantly and negatively associates with self-rated
health status, but it was not significantly related to physical and mental health.

Social Capital and Health Literacy
The complex web of social relationships within which people find themselves tend to
be much influential on what they know about health-related matters (Lee et al., 2009;
Nielsen-Bohlman, Panzer, & Kindig, 2004; Pescosolido, 1992). Lee et al. (2004)
therefore argue that while low health literacy may have an adverse influence on health,
its effectiveness can truly be appreciated only if one accounts for the contribution of
social relations. Some studies buttress this. Social capital—relationship with people in
advantaged social status—high esteem jobs and well-educated persons, according to
studies in Taiwan is a good predictor of health literacy (Song & Chang, 2012; Yang et
al., 2013). Lee et al. (2009) also discovered among a predominantly urban population
in the U.SA that social support—through one’s close social networks has a more
positive impact on physical health even in older adults with high health literacy.
Lori et al. (2016) recently found in urban Ghana in a study of women in a focused
antenatal care (FANC) scheme clinic that the group nature activities improves health
literacy. Information sharing among participants and with health professionals, which
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increased confidence and understanding of participants the intended messages and
consequently improved their health literacy significantly (Lori et al., 2016). Indeed,
mere participation in group activities promotes health literacy as has been observed in
Australia (Black et al., 2013). Lori et al. (2014) assert that the difficulty among women
in operationalising health information is related to the prevailing social norms and
practices as well as cultural beliefs—which is of course passed on through social
acquaintances. Another study in southern part of Ghana discerned that interaction
during market periods open avenues for knowledge sharing and distribution in both
urban and rural areas regardless of the socioeconomic status of a person and his/her
household (Andrzejewski et al., 2009). However, despite its seemingly positive role,
some scholars have also discovered inconsistent relationships between elements of
social capital and health literacy. For instance, Lee et al. (2009) noticed in a related
study in a highly urbanised city that social support was significantly and positively
associated with health status only among people with high health literacy rather than
buffering the adverse effect of low health literacy on health status. This suggests that
social capital may not operate in a unidimensional faction.

Moreover, health-related knowledge is affected by several sociodemographic factors.
These include factors such as educational attainment and literacy (Cho et al., 2008;
Dennison et al., 2011; Lam et al., 2004; McCray, 2005; Nielsen-Bohlman, Panzer,
Hamlin, et al., 2004; Sørensen et al., 2012). Others are: economic and social status,
ethnicity, gender (Berkman et al., 2010; Berkman, Sheridan, Donahue, Halpern, &
Crotty, 2011; Cho et al., 2008; Wangdahl et al., 2014) influence health literacy other
than the possible effect of social relationships. For example, Younger persons tend to
have adequate health literacy and have better health knowledge score (on heart failure)
as compared to the elderly (Lee et al., 2010). Safeer and Keenan (2005) posit that older
people tend to have poor reading and comprehension abilities due to depreciation in
cognition, vision, hearing status. However, other studies have found no association
between socioeconomic and demographic factors such as age and income and health
literacy (Yang et al., 2013). This demonstrates an inconsistency across contexts.

However, many of the works on health literacy and health, here have used biased
participants—elderly persons and people with chronic health conditions in dire health
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conditions—, which to some extent render the results obvious as several independent
factors, could account for the observed results aside from health literacy. Fewer studies
have addressed the relationship between health literacy and health among general
population—that in the opinion of the author, offer more appealing results towards
making a case for the impact of health literacy and health-related knowledge on health
for policy purposes.

2.8 Social Capital and Access to Healthcare
2.8.1 Access to Healthcare: The Challenges and Opportunities to Healthcare
The prevention of death and disability, the relief of pain and suffering, the restoration
of functioning are the key aims of healthcare (Gulliford et al., 2003). In developing
countries, improving healthcare access is a major strategy towards achieving a healthy
population. Estimates show that more than a billion people, mainly in low and middleincome countries (LMICs), are unable to access needed health services owing to a
wide range of constrains (Harris et al., 2011).
Concerning healthcare, access refers to ‘…a broad or general concept that summarises
a set of specific dimensions or areas that influence the ability and desire of people to
use (healthcare) system’ (Clark, 1983, p. 6). Moreover, the United States’ Institute of
Medicine (IOM) puts it simply by defining access to health care as the “timely use of
personal health services to achieve the best possible health outcomes” (Oberg et al.,
2002, p. 320). However, access to various forms of services can be either a potential
and realised access (Gold, 1998). The cause for concern on access to healthcare
emanates from observed inequalities among different population groups and
individuals of different ages, sex and social status (Peters et al., 2008; Phillips & Chan,
2002). Access to healthcare, therefore, consists of demand side—in terms of individual
and intra or extra household influence on the uptake of health services (Gulliford,
2015; Rutherford et al., 2010); and supply sides— entailing the nature of health
services, policies and infrastructure (Gulliford, 2015; Thiede et al., 2007). In fact,
healthcare access is an important determinant of health through both curative and
preventive interventions (Gulliford, 2015; Gulliford et al., 2003; Hendryx et al., 2002).
Timely receipt of healthcare is said to have a strong correlation with health-related
well-being (Gold, 1998; Gulliford et al., 2003). For instance, a study among Chinese
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adults indicated that access to healthcare over the life course makes a substantial
difference in the healthy longevity of life (Gu et al., 2009). Eventually, studies show
that people who have access to requisite healthcare—including those with chronic
conditions—tend to have fewer hospitalisations, and use the emergency room services
less and thereby reduces pressure on the health system due to improved quality of life
(Landolina et al., 2012; Lorig et al., 1999). Perhaps people with high access benefit
more from health services which sometimes reduces the need for therapeutic services
(Fenton et al., 2012). This is however not to argue that medical attention is a guarantee
for good health and well-being as doubts abound about the importance of healthcare
access to health and well-being (Goldsteen et al., 2011; Gulliford, 2003).

A range of factors, which are theoretically sorted under different dimensions, often
cause differences in access to health services. There are yet divergent views regarding
the range of factors that should be included in these dimensions as postulated by
Penchansky and Thomas way back in 1981 (see also Gulliford, 2015; Gulliford et al.,
2002). Despite the differences in opinion, access to healthcare can be grouped under
five main dimensions each of which entails factors that encourage or hinder ability and
willingness to use health services or in sum, what people do about health issues. These
dimensions, as observed in the literature, include availability, accessibility,
accommodation, affordability, and acceptability of services (Clark, 1983; Gulliford,
2015; Gulliford et al., 2002; Harris et al., 2011; Penchansky & Thomas, 1981; Peters
et al., 2008; Thiede et al., 2007). These factors are briefly described below:

2.8.1.1 Availability of Health Services
Availability—of health services, refers to the relationship between the volume (both
private and public facilities) and the type of existing services concerning needs of
potential clients within a vicinity (Gulliford, 2015; Penchansky & Thomas, 1981;
Peters et al., 2008). It thus focuses on the supply side of access (Peters et al., 2008). In
sub-Saharan Africa and Ghana, availability also consists of prevalence and use of
orthodox and traditional medicines (Oppong, 2003; Sato, 2012a; Twumasi, 2005; van
Andel et al., 2012). Other indicators of availability of health services include a number
of physicians and nurses per thousand population as well as hospital beds per unit
population (Adzei & Atinga, 2012; Gulliford, 2015; Gulliford et al., 2003). However,
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recruitment and retention of medical personnel to certain localities is a challenge for
many developing regions including Ghana where rural communities for various
reasons, tend to lack access to essential staff and other logistics (Adzei & Atinga, 2012;
GHS, 2015a).

Availability of services usually determines the extent to which demand for services
can be met within a given space and time. However, one could also argue that the mere
presence of a health facility does not necessarily mean that people can and would be
interested in using it. This is because inequalities in healthcare access are due partly to
the inability of households and individuals to uptake health services (Saleh, 2013).
This necessitates the need to look into other dimensions of access to healthcare.

2.8.1.2 Accessibility of Health Services
Accessibility involves the geographic distance between the point of supply of a service
in relation to the demand characteristics (Peters et al., 2008). Largely, this dimension
deals with the supply side of access to healthcare. In many contexts, this dimension is
often stated regarding walkable distance and travel/commute time to a particular health
service. Other factors include the availability of adequate and quality of
communication services such as roads (Harris et al., 2011; Penchansky & Thomas,
1981; Phillips & Chan, 2002). It is argued that there is a positive relationship between
distance to a given services and the ability and willingness to use health services and
ultimately on health outcomes even in rural sub-Saharan Africa (Jones et al., 2016).

However, studies have shown over the years that, this is not always the case. For
instance, the concept of distance decay (Phillips, 1990; Phillips & Chan, 2002), has
been used to over decades to demonstrate that, the willingness of potential patients to
access a given services have more to do with the type (speciality) of service and the
severity of their ailments. This assertion is backed by results of a study among rural
residents in Tanzania where people do not necessarily visit the nearest health facilities
but rather those services which they perceive to offer the best of care (Klemick et al.,
2009). However, accessibility differs considerably among different population groups
and individuals based on factors such as their location and ethnicity (Gulliford et al.,
2003). For instance, rural areas in South Africa and Ghana are often faced with barriers
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such as long distances and high travel costs often due to poor nature of roads and
inadequate/inefficient transportation system (Harris et al., 2011; Israel, 2016).
Apparently, this is one reason why rural and poor people use fewer health services
unless in critical conditions (O'Donnell, 2007).

2.8.1.3 Accommodation of Health Services
Accommodation captures the extent to which a given health service is organised in
relation to the requirements of potential clients. Factors such as appointment systems,
use of waiting lists, hours of operation, the attitude of service staff towards clients
(condescending attitude, welcoming attitude), and walk-in services are all classified
under accommodation (Penchansky & Thomas, 1981). Other factors include variations
in referral practices and waiting times (long queues) at medical centres (Gulliford et
al., 2003). The extent to which these factors inhibit or promote healthcare access
depends on the capacity of facilities/services to meet health needs, and knowledge of
service availability and functions (Gulliford et al., 2003; Israel, 2016). Considering the
nature of the factors, some have labelled the accommodation factors as temporal
accessibility (Phillips & Chan, 2002). This is because the majority of these factors only
place a temporary restriction on access to healthcare. For instance, if a health facility
operates for any duration less than 24 hours a day, it is only a form of limited
accessibility (Phillips & Chan, 2002).

2.8.1.4 Acceptability of Available Services
Acceptability embodies the expectations and attitudes about different health services.
This partly determines the type of services some people may use (Gulliford, 2015;
Peters et al., 2008). It is thus related to [potential] satisfaction and perceptions—actual
and expected quality and effectiveness of services (Harris et al., 2011). Factors such
as personal beliefs, cultural elements and previous experiences (health outcomes) from
engaging with the health system do promote or hinder access to health services. Other
factors include people’s perception of health needs; the neighbourhood in which the
service is located and; health-seeking behaviour and even language skills (Gulliford,
2015; Penchansky & Thomas, 1981). For instance, Lori et al. (2014) opine through a
qualitative inquiry that among even urban residents in Ghana, cultural beliefs in

67

alternative medicine potentially lead to underutilisation of health services due to
perceived quality of care (see also Amo-Adjei et al., 2016).

Acceptability also relates to personal characteristics such as age, sex, education,
religious affiliations (see Ha et al., 2014; Reindl Benjamins & Brown, 2004) and,
ethnicity (Gulliford et al., 2003). The Ghana Health Service 2014 annual report, for
instance, indicates that out of the total outpatient department clinic attendance in
Ghana in 2014, 62.7% were females (GHS, 2015a). This is ascribable to differences
in disease prevalence and other cultural precepts such as social expectations and
gender roles between the two sexes which affect how and the extent of access and use
of healthcare for men and women (Buor, 2004). The acceptability dimension,
therefore, relates to humanistic elements of healthcare access as Hawthorne and Kwan
(2012) advance from a study in a lower-income urban community in Columbus, Ohio
(USA). Table 1 summarises the components of the five dimensions of access to health
services and the key elements each embodies

Table 1: Dimensions of Access to Health Care: Summary
Dimension of
Access to Health
Care
Key elements
1 Availability
Types and quantity of facilities/services
Adequacy of human resources
2 Accessibility
Walkable distance to service, travel time, quality and
quantity of communication means
3 Accommodation
Opening hours, hours of operation/activities,
relationship between staff and clients, referral system,
waiting times (queues), and language
4 Acceptability
Expectations of quality (perceived effective or
ineffective care), satisfaction, neighbourhood of health
service, previous experiences, personal characteristics
5 Affordability
Access to health insurance, cost of care (out-of-pocket
payments), time lost in accessing health care
Source: Author’s Construct, February 2015

2.8.1.5 Affordability of Health Services
Affordability essentially concerns direct and indirect financial elements relating to
access to healthcare. It addresses the relationship between the price of health services
and the willingness and ability of users to pay for the services (Gulliford, 2015; Peters
et al., 2008). Discussions about affordability concerns health insurance, deposit
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requirements, and out-of-pocket payments in relation to household income. However,
healthcare-related costs do not only consist of direct user fees but also cost associated
with transportation, accommodation costs, medications and other supplies such as
food and drinks which may sometimes even be more burdensome than the user charges
(Gulliford et al., 2003; Rutherford et al., 2010). Even a household or a person’s debt
burden is associated with the level of access to healthcare due to extended competing
needs for same or even nonexistent incomes (Israel, 2016). Indeed such indirect costs
in health care are particularly more crucial for the level of access of poor groups and
people in deprived conditions (Israel, 2016). Moreover, among poor and vulnerable
groups, the time lost from work, or in travelling to and from a medical centre may
constitute a significant part of overall healthcare cost—thus an opportunity cost in
accessing health services (Rutherford et al., 2010). Previous research in Gambia,
Ghana and Zambia have shown that cost of healthcare do exclude poor people
especially rural residents from health services even when the lives of vulnerable groups
such as children are at stake (Israel, 2016; Rutherford et al., 2010).

2.8.2 Social Capital, Access to Healthcare and Health: Empirical Dilemmas
The gaps in both the supply and demand sides of access to healthcare especially in
developing countries make room for social connections to operate. Social relationships
and its associated contextual norms and practices have the potential to positively or
adversely influence access to healthcare owing to variations in culture and related
practices (Harris et al., 2011; Portes, 1998). Perhaps, this is why some scholars
(Gulliford et al., 2002) introduce elements such as ‘family support’ in their definition
of the ‘access to healthcare’.

Tight-knit associations (Bonding social capital) are associated with less preventable
hospitalisation for communities with shorter mean commute time to health services.
This is because, even the busiest person in a household or group can spare just about
enough time to seek proper medical attention and make it to hospital appointments and
even assist a family member or neighbour in doing same (Derose, 2008). Moreover, in
developing countries, socio-cultural elements which also shape social relationships
such as religion, caste, reinforce traditional attitudes including the use of indigenous
medicine and norms that discourage immunisation for children as has been witnessed
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in India (Vikram et al., 2012). Ganle et al. (2015) have for instance observed that in
Ghana, decision-making about access to and use of skilled health personnel among
women is strongly influenced by the values and opinions of husbands, mothers in law,
traditional birth attendants and other family and even community members. In highly
entrenched patrilineal societies such as rural Ghana, the sick persons get a little say
(Moyer et al., 2014).

Thus, people in societies with high social capital levels have the benefit of relying on
undifferentiated group of readily available relatives and friends as lay consultants
(McKinlay, 1973). Reliance on relatives is common in rural settings where people have
the benefit of relying on others for financial and other forms of support in accessing
healthcare (Avogo, 2013). In rural Ghana, low levels of access to health services
encourage individuals to indulge in self-medication which is sometimes conveyed
through consultations with close and distanced acquaintances (Avogo, 2013). These
are congruent to the assertion that social relations can be a source of information and
instrumental support for the poor to uptake health services (Nieminen et al., 2013).
Social capital, therefore, serves not only as a source of resource but also buffer against
poor attitudes towards needed care.

Cognitive elements of social capital also determine the degree of access to healthcare.
Trust especially has also been identified as a key determinant of the use of healthcare.
In Ghana Ganle et al. (2014) found that where there was an erosion of trust or
confidence in the quality of service by a health institution or personnel, people were
unlikely to uptake the services regardless of the cost or distance involved. Similarly,
in Sri Lanka where people were even ready to sell properties to access the services at
places where they could enjoy better relationships with health personnel (Russell,
2005). In Cambodia, cognitive elements such as trust have also been deemed as a key
determinant of choice between private and public health facilities especially among
rural residents (Ozawa & Walker, 2011). Some studies even commit to a causal
relationship between cognitive elements of social capital and health and well-being.
For instance, an empirical inquiry into the causal effect of trust on access to basic
health care in sub-Saharan African reports that trust has a positive and causal impact
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on health and well-being by reducing health worker absenteeism and promoting access
to clean water (Hollard & Sene, 2016).

Moreover, a social capital interventional policy in Kenya has shown the essence of
community-based approach towards health promotion. The study involved generation
of peer support for pregnant women at community levels. The findings indicated that
the approach provides opportunities for community health workers (CHWs) to
efficiently disseminate health information, organise referrals, and build relationships
with women and infants (Christoffersen-Deb et al., 2015). Such group support system,
in the end, reduce the likelihood of stillbirth (Christoffersen-Deb et al., 2015). This
finding is not very different from that of a randomised controlled trial involving 64
health facilities in Ghana which found that when health providers are aware of being
monitored by community leaders, they tend to show greater accountability and
responsiveness to clients’ needs (Alhassan, Nketiah-Amponsah, Spieker, et al., 2015).
However, potentially neutral or even negative effect of associational involvement on
health and well-being regardless of access to healthcare could sometimes be expected.
For instance, a randomised experiment showed that although religion appears an
important social network that matters in Ghana, it has no effects or potentially adverse
effect on health-seeking behaviour for households living in neighbourhoods with a
high religious density even if they enjoy subsidies on healthcare (Powell-Jackson &
Ansah, 2015). These arguments across contexts and among different population
groups indicate that social capital proxies and access to healthcare and the interactions
between them have the potential to affect health and well-being of various groups
within the general population.

2.9 Hypotheses
Based on the literature reviews and other readings evaluated in chapters 2 and 3, four
main hypotheses that are also related to each of the research questions (outlined in
page 9). The hypotheses are based on the holistic perspective of the social capital
theory as opposed to each of its proxies for the sake of simplicity. Nonetheless, the
hypotheses consider the complexity of social capital.

71

Hypothesis 1
i.

High levels of social capital (all forms) is more likely to have positive effect
on health status and well-being
▪

ii.

High social capital decreases use of curative health services

Rural people are likely to have high levels of, and rely more on social capital
than urban residents in relation to health literacy and access to healthcare

Hypothesis 2:
iii.

The positive relationship between access to healthcare and health-related
well-being is conditioned on high stock of social capital

Hypothesis 3:
iv.

Health literacy is likely to have positive effect on health if social capital is high
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CHAPTER 3
HEALTH AND HEALTH SERVICE DELIVERY: THE CONTEXT OF
GHANA
3.0 Introduction
This chapter dilates the differing sociodemographic and health-related characteristics
of the geographical scope of the study. The chapter also provides background to the
Community-based Health Planning Services (CHPS) and its challenges and successes
in an attempt to explain them from a social capital perspective in this study.

3.1 Ghana: Location and Socioeconomic Characteristics
Ghana is located in the south of West-Africa region (see figure 4). It is bordered on
the South by the Gulf of Guinea and bordered on the North by Burkina Faso, on the
West by Ivory Coast and on the East by Republic of Togo (Salisu & Prinz, 2009).
Ghana’s population as at 2013 was 25,904,598 of which 50.4% are females and 49.6%
males (World Bank, 2014b). The population structure shows a youthful one. The
majority of people are under the age of 15 years (38.3% in 2010) (GSS, 2012).

Ghana is divided into 10 administrative regions (see figure 4) and 216 metropolitan
municipal and district assemblies (MMDAs) (GSS, 2014a). Ashanti Region is the most
populous region in Ghana—consisting of about 19.2% of country’s population.
Greater Accra is the most urbanised region followed by Ashanti region (KMA, 2010).
There are 30 MMDAs in the Region (figure 5) (GSS, 2014b). This study was carried
out in 5 of the 30 MMDAs namely the Kumasi Metropolitan Area (KMA), the Asokore
Mampong Municipality (AMMA), Kwabre East District, Ejisu-Juaben Municipality,
and Atwima Kwanwoma District. These districts are described briefly later in this
section. Ashanti region—the study area, has a population profile which is diverse and
analogous to that of the entire country due to its nodal location (see figure 4) (GHS,
2015c; GoG, 2015). The region has many health facilities and personnel (GHS, 2015c).
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Figure 4: Ashanti Region (white portion of map) and Selected Districts in the Context
of Ghana

Source: Land Use Planning, and Management Information Systems (LUPMIS), Ghana database.
September 2015. Map designed by Obed Agyapong, Town and Country Planning Officer of Gomoa East
District Assembly, Ghana

The five districts housed populations with characteristics that are typical of urban and
rural livelihoods across Ghana and even other sub-Saharan Africa countries which are
befitting for the study (Eberhardt & Pamuk, 2004). The characteristics of the
population set in the districts depict the wider the trait of the people in the Ashanti
region as can be inferred from table 2. Being predominantly rural, the Atwima
Kwanwoma District and Ejisu-Juaben Municipality provides access to a population
with classic rural characteristics. Kwabre East District consisted of communities with
classical rural features and peri-urban features. The Asokore Mampong District and
the Kumasi Metropolitan areas enriched the study with communities and
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neighbourhoods with premier urban characteristics. For instance, about 34.3% of
Kumasi’s population are migrants including foreigners from neighbouring countries
such as Togo, Nigeria, Cote d’Ivoire and Mali for trading (KMA, 2010, 2013). The
five districts and communities/suburbs within them were selected based on issues of
physical accessibility and health facility [un]availability. The districts are all located
near the central parts of the region with yet different sociodemographic and economic
characteristics as can be seen from Table 2 and figure 5.

Figure 5: The study districts in the context of Ashanti region

Source: Source: Land Use Planning, and Management Information Systems (LUPMIS), Ghana database.
September 2015. Map designed by Obed Agyapong, Town and Country Planning Officer of Gomoa East District
Assembly, Ghana

Other relevant characteristics of each of the study region and the districts are shown in
Table 2. Across all five selected districts and the region, health-related challenges
including dilapidated and inadequate health infrastructure and personnel are
considered inadequate. Moreover, distractions by quack practitioners and proliferation
of informal health practices also result in bad health outcomes (AKDA, 2013; EJMA,
2013; GHS, 2015c; GSS, 2014a; KEDA, 2013; KMA, 2010). Informal providers
comprise of traditional healers, unlicensed practitioners, unlicensed traditional birth
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attendants, herbalists, and spiritual healers (Makinen et al., 2011). Most of them are
itinerary drug sellers found on streets and corners of the main cities (Oppong, 2003).
The informal medicine also linked to social capital as it also consists of efforts of
family and friends as well as self-care using both conventional and unconventional
methods (Curtis & Taket, 1996). The deficiencies in healthcare thus leave room for
the influence of social networks in everyday health-related decisions.

Moreover, there are over 75 ethnic groups in Ghana with Akans being the most
prevalent (47.5%) one. The Akans are predominantly in the Western, Central, Eastern,
Brong Ahafo regions, and the study region, Ashanti. These ethnic groups and their
distinctive cultural and health-related practices, values and traditional institutions
represent a collective national heritage (NCC, 2004). Some practices promote
collective actions, which have proven beneficial for socioeconomic well-being. A
classic example is the influence of longstanding systems such as nnoboa9 in rural
communities (Bonna, 2005; Caria et al., 2009). Moreover, there exist regional
differences in health indicators such as disease risks and patterns, life expectancies,
maternal and child mortalities (GHS, 2010, 2015a). These differences, however,
reflect the health attainment of different ethnic groups as ethnic distribution largely
correlates with regionalisation in Ghana.

There are three major religions denominations namely Christianity—the dominant one
(66.7%), Islam (16.5%) and traditional (9.2%) religions. Religious activities are
particularly an integral part of individuals’, even communities’ identity in Ghana, and
provide a regular forum for interethnic and religious interactions (Powell-Jackson &
Ansah, 2015). These religious and ethnic groups are the major determinants of
individual behaviours and nature of social relationships. For instance, in many
societies, males (husbands) are the leaders of the families and remain the key decisionmakers per dictates of religious and cultural leanings (Sakeah, Doctor, et al., 2014).

9

Nnoboa is a labour-sharing arrangement where crop farmers help each other in performing labour
intensive activities on their fields such as weeding and planting (Caria, Teal, & Zeitlin, 2009).
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Table 2: Characteristics of the Study Districts
Pop.
District

Household
size

Ethnicity

Ashanti
Region

4,780,280

4.1

Akans
(78%)

Kumasi

Over 2 mil.

5.1

Akans
(77.7%)

Asokore

304,815

4.2

Heterogeneous

Kwabre East 115,556
District

4.2

Akans
(83.5%)

Ejisu-Juaben

143,762

4.3

Akans
(82%)

Atwima
Kwanwoma

90,000

4.3

Akan
(86%)

Religion

Characteristics
Doctor-pop. Nurseratio
pop.
ratio

No. of
health
facilities *

UrbanRural
Split (%)

Main
Occupation

Christians
(78%), Islam
(13%)
79%
Christians &
16% Islam
55% Islamic,
42%
Christians
79%
Christians &
16% Islam

1 : 41,460

1:
2,394

530

61:39

Agriculture

1: 41,606

1:
7,866

189

All urban

Service and
commerce

No doctor

1:
7,703

11

All urban

service and
commerce

1:57,778

1:14,44
4

14

58:42

84.1%
Christian &
8% Islam
87%
Christians &
5% Islam

1:31145

1:1236

31

15:85

Service and
commerce
(53%), and
agriculture
(40%)
63 % in
Agriculture

1:50,412

1:630

15

20:80

Source: Author’s construct. *Health facilities exclude drug stores
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63%
(Crop farming)

3.1.1 Rural and Urban Livelihoods in Ghana and Ashanti Region
According to the Population Division of the United Nation’s Department of Economic
and Social Affairs (UNDESA), 53% of Ghana’s population resided in urban localities
as of 2015 as compared to 15% in 1950 and it is projected to even outpace the world’s
rate at 70.5% in 2050 as shown in figure 6 (UNDESA, 2014). Thus, the simple ruralurban dichotomy has rapidly narrowed recently due to rapid urbanisation, which has
created some peri-urban livelihoods (Phillips et al., 1999; Simon et al., 2004;
UNDESA, 2014). In areas such as health, some recent studies, therefore, postulate a
marginal or even no differences in some health behaviours between rural and urban
people (Amoah & Gyasi, 2016; Gyasi, Asante, Segbefia, et al., 2015).
Figure 6: Annual Percentage of Population of Ghana at Mid-Year Residing in Urban
Areas, 1950-2050
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Source: UNDESA (2014)

Notwithstanding, the dichotomy of rural and urban conditions cannot be overlooked.
The projected size of rural (places with less than 5000 people) (GSS, 2012), residents
in Ghana remains significant even for the next three decades. About 40% of people in
Ashanti region still reside in rural communities. Indeed, rural-urban differences remain
significant across the globe (Adams et al., 2013; Adams et al., 2011). Incidence of
disparities in educational attainment (GSS, 2008, 2012), health-related behaviours
(Eberhardt & Pamuk, 2004; O'Reilly et al., 2007; van der Hoeven et al., 2012);
maternal and child health (Kimani-Murage et al., 2014; Senbanjo et al., 2013), health
expenditures (Lee et al., 2014) have been reported. Other disparities include injury
mortality rates (Liu et al., 2012), access to basic services, life expectancy, and
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mortality and morbidity cases (ILO, 2015; Oladipo, 2014). In Ghana, Saleh (2013)
concludes that the quality of health services including the staff strength has been a
concern. There is almost a unanimous opinion that rural dwellers exhibit worse forms
of socioeconomic outcomes (GHS, 2015a). For instance, the GSS estimates that 37.9%
of rural dwellers are poor as compared to 10.6% of urban dwellers in Ghana (GSS,
2014c). In general, the rural population in Ghana accounts for about 78% of poor
people (GSS, 2014c). Undeniably, poor health is a contributory factor to the poverty
levels. The poverty situation also affects the health and health behaviours (OECD,
2003).

3.1.2 Literacy Levels
Ghana’s literacy rate lies around 74.1% for people from the age of 11 years and older
as measured by the Ghana statistical services (GSS, 2012). The World Bank puts the
figure at 71% for people 15 years and older (The World Bank, 2013). A significant
proportion (67.1%) of people are able to read and write in English (GSS, 2012).
Regarding sex, males (80.2%) are more likely to be literate than females (68.5%)
(GSS, 2012). Ghana ranks higher in comparison to other sub-Saharan countries such
as Nigeria, Benin, Cote d’Ivoire but falls short compared to countries in Asia and South
America as shown in figure 7.

97.50%

96%

93%

93%

93%

84%

79%

78%

73%

72.20%

71%

61.30%

59%

52%

44%

42.40%

41%

Figure 7: Literacy Rates in Selected Developing Countries

Source: World Bank Development Indicators on Literacy (2010-2013)
http://data.worldbank.org/indicator/SE.ADT.LITR.ZS

The gaps in literacy rates present a challenging situation for improving other
socioeconomic adversities and leaves room for the influence of social capital on health
and well-being among different population groups.
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3.2 Ghana’s Health System: An Overview
Ghana has a complex health system. Numerous changes have been made in the last
decade to transform the health sector into a performance-based system open to public,
mission, and private healthcare providers through numerous quality assurance policies
(GHS, 2007; Saleh, 2013). The major strategy has been the separation and
strengthening of financial, regulatory, and service delivery sectors. These changes
coupled with new aims and health delivery structure spell a new perspective for
curative and preventive health services (MoH, 2007; Saleh, 2013). However,
compared to other sub-Saharan countries, Ghana has a well-developed health system
with relatively better health outcomes (Saleh, 2013) However, the system is burdened
with critical and systematic bottlenecks. Some of the key challenges have been the
weak implementation of important health initiatives (Saleh, 2013), discrepancies in
access to health services especially between rural and urban areas, and questionable
quality of care and weak staff strength (Couttolenc, 2012; MoH, 2007; Salisu & Prinz,
2009).

A study in 2004 by Van den Boom et al. (2004) estimated that, on the average,
Ghanaians lived about 16 km from a health facility. However, half of the population
found themselves within a 5km radius (equivalent to about 1-hour walking distance)
from a doctor. A quarter of Ghanaians moreover lived 15km from a health facility
(Van den Boom et al., 2004).

Mills et al. (2007) attribute low access to healthcare in many parts of Ghana to lack of
efficient transportation system, especially in the countryside. Many rural areas lack the
minimum number of skilled staff needed to enhance service delivery and quality of
care (GHS, 2015a). Moreover, the majority of rural dwellers do not have access to
even basic services. Self-medication and informal health services partly induced by
social networks become the order of the day even among urban dwellers (Oppong,
2003; Van den Boom et al., 2004). This is partly why health indicators such as infant
and maternal mortality rates remain high in Ghana.

The Ministry of Health (MoH) ensures the sector-wide policy-making and information
management particularly concerning the areas of financing, human resources and
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infrastructure (GHS, 2007). The MoH coordinates with other relevant public
ministries, departments and agencies as well as relevant non-governmental agencies
to ensure healthy public policies (Gyapong et al., 2007). Its operations are undertaken
at national, regional and district levels (GHS, 2007). Currently, public and private
sector western bio-medical health services are managed by the MoH through the main
financing system; the National Health Insurance Scheme (NHIS)10 (Salisu & Prinz,
2009; Schieber et al., 2012). Moreover, the MoH as depicted in figure 8 directly
manages teaching and specialised hospitals. Private sector health services (both for
private-for-profit and private not-for-profit institutions) are also directly under the
jurisdiction of the MoH (GHS, 2007).
The ministry takes charge of the many traditional medical providers by certifying the
drugs and methods of delivery (Ministry of Health, 2005). Ghana Health Services
(GHS) is charged with implementation of approved national health policies and
management of public-sector health services and facilities throughout the
decentralised system (Makinen et al., 2011; MoH, 2007). Regional level health service
provides higher order therapeutic and public health services. District hospitals also
address public health issues together with therapeutic services at the district levels. As
part of the decentralised health delivery system, the district level is further broken
down into sub-district levels (Health Centres and Polyclinics) and community levels.
Health centres and CHPS are usually located in the countryside. The Polyclinics are
the urban version of the health centres (Abor et al., 2008; GHS, 2015b). The district
health administration supervises the sub-district level institutions (Salisu & Prinz,
2009).

10

NHIS is national policy to eradicate addressing the negative effects of user-fees through a nationwide health insurance policy (GHS, 2007). There are however other statutory health financing
avenues (Saleh, 2013; Schieber et al., 2012)
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Figure 8: Structure of Health Sector in Ghana
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Source: Author’s elaboration (see also Abor et al., 2008; GHS, 2007; Saleh, 2013; Salisu & Prinz, 2009)
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The public sector (managed by the GHS), is the single largest provider of health
facilities with about 2,262 which is 49% of all health facilities including 10 regional
hospitals, 75 district hospitals and 622 health centres (GHS, 2007). For instance, the
majority of district level health services are provided by the private sector—especially
the mission-based (religious) institutions (GHS, 2012). Gros (2016) estimates that
mission-based providers (MBP) contribute at least 40% of healthcare delivery and
perhaps even more in rural areas in Ghana. However, the past decade has shown a
slight shift in favour of private health services due to the expansion of the NHIS (Saleh,
2013).

3.2.1 Disease Burden
Unlike the majority of sub-Saharan African countries where either one of
communicable (usually malaria) and non-communicable diseases are the leading cause
of death, Ghana is burdened almost equally by both kinds of diseases as shown in
figure 9. This confirms the prognosis that noncommunicable diseases will cause 7 out
of 10 deaths in developing countries by 2020 (Boutayeb, 2006).

Figure 9: Cause of Death by Communicable diseases maternal prenatal and nutrition
conditions and Non-Communicable Diseases
Cause of death, by communicable diseases and maternal, prenatal and nutrition conditions (%)
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43%

61%
31%
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27%

60%
28%
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25%
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42%
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34%

66%
26%

66%
24%

29%

62%

Death caused by non-communi-cabble diseases

Source: World Bank Development Indicators (2010-2014)
http://data.worldbank.org/indicator/SH.DTH.COMM.ZS
http://data.worldbank.org/indicator/SH.DTH.NCOM.ZS

Ghana is thus following the path of other developing countries such as Philippines,
Thailand, and Indonesia where noncommunicable diseases dominate as Figure 9
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depicts. The nature of illness burden helps to contextualise common ailments—how
they are socially constructed and addressed—in the study area.

The table 3 indicates that non-communicable diseases such as stroke and heart diseases
have been increasing over the years as figure 9 hints. The ten diseases listed in table 3
altogether makeup 55.1% of all causes of death in Ghana.
Table 3: Top 10 Causes of Death in Ghana
Rank Cause of Death
Number of
(Disease)
Deaths
(thousand
1
Lower respiratory
22.4
infections
2
Stroke
18.3
3
Malaria
17.4
4
Ischaemic heart
12.1
disease
5
HIV/AIDS
10.3
6
Preterm birth
7.9
complications
7
Diarrhoeal diseases
7.6
8
Birth asphyxia and
7.3
birth trauma
9
Meningitis
6.3
10
Protein-energy
6
malnutrition
Total

Proportional
Mortality Rate
(%)
10.7

Change in
Rank (20002012)

8.7
8.3
5.8
4.9
3.7
3.6
3.5
3
2.9
55.1%

Source: WHO Country Health statistical profile: Ghana (WHO, 2015)

Decreased

Increased

No Change

However, malaria has been the leading cause of hospital/clinic admissions in Ghana
over the years (GHS, 2010). Other infectious diseases in the top ten causes of hospital
admissions are diarrhoea, pneumonia, and typhoid. Prominent non-communicable are
anaemia and hypertension diseases (GHS, 2010). The rest of the principal causes of
admissions are related to pregnancy and its complications as well as road traffic
injuries which are fast becoming one of major public health concerns in Ghana and
other low and middle-income countries (Amo, 2014). The ten diseases and injuries
listed in table 4 accounts for 62% of all causes of admissions in Ghana.
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Table 4: Top Ten Causes of Hospital Admissions: All Ages
Rank Cause of Admission
Proportional Morbidity
Rate (%)
1
Malaria
32.9
2
Pregnancy and related complications
6.2
3
Anaemia
5.3
4
Diarrhoeal Diseases
4.2
5
Hypertension
3.1
6
Hernia
2.5
7
Gynaecological conditions
2.3
8
Pneumonia
2.0
9
Typhoid fever
1.9
10
Road traffic injuries
1.6
Total
62%
Source: GHS (2010)

3.2.2 Health Financing in Ghana
There is currently instability in health financing in Ghana, which put the excess
responsibility on households and individuals and necessitates reliance on others for
assistance. Indeed recent studies indicate that a significant number of poor persons and
groups have challenges in subscribing to pro-poor interventions such as the national
health insurance scheme (NHIS) in Ghana owing to inability to pay the required
premiums (Kotoh & Van der Geest, 2016). Gros (2016) opines that to be insured under
the NHIS currently is to be seen as a candidate for ‘inferior’ care. The stigma has led
to NHIS card carriers now paying for services they are eligible to receive for free—
thus marking the de facto return of the ‘cash and carry’ care system — relying on the
substantial pay-per-service model (Gros, 2016; Kotoh & Van der Geest, 2016).

Out of pocket payments for health have been decreasing over the years with the
introduction of the medical insurance programme. However, households’ contribution
towards health remain comparatively high compared to global averages (Saleh, 2013).
In 2009, over 80% of private spending on health was out of pocket payment by
households. This was well over WHO’s standard of a maximum of 20% (Saleh, 2013).
Moreover, the recent challenges with the NHIS scheme (Daily Graphic, 2014), has
caused an increase in household expenditure on health to about 91.9% in 2013 (World
Bank, 2014b). This rate is one of the worst in the world as shown in figure 10.
Countries with relatively weaker economies such as Sierra Leone (71.6%) and
Zimbabwe (66.7%) even have lower out of pocket payments on health. The WHO
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deems high out-of-pocket spending on health as a strong indication of catastrophic and
impoverishing spending (WHO, 2012). This is baffling given that Ghana’s investment
in health has been on the ascendancy over the years (Saleh, 2013).
Interestingly, Ghana’s health expenditure per capita (PPP, Int. $) 11 of $ 214 measured
relatively higher compared to countries such as Kenya ($187), Tanzania ($126) and
Rwanda ($162) as shown in figure 10.

Figure 10: Out-of-Pocket Spending on Health (% of Private Expenditure on Health)
and Health Expenditure per Capita (PPP) in Selected Developing Countries
Out-of -Pocket health spending (% of private expenditure on health)
Health expenditure per capita, PPP (International $)
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100.00% 1121 44.60%52.10%
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162 126 56.70%
0.00%
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Source: World Bank Development Indicators (2013)
http://data.worldbank.org/indicator/SH.XPD.OOPC.ZS

One may have expected an inverse association between higher public health
expenditure and lower out-of-pocket payments. However, the situation in Ghana is
different. Granted there are other factors such as a state’s priority in healthcare and the
magnitude of health needs, the situation in Ghana is largely attributed to poor resource
allocation and management (Asante & Zwi, 2009). The consensus is that resource
allocation in Ghana is not aligned to health needs and relevant health indicators (Salisu
& Prinz, 2009). The MoH attests that the available resources are usually not allocated
equitably and used inefficiently, which leads to wastage (MoH, 2007). Public health
promotion and prevention activities have thus dwindled recently leaving room for
people to depend on social capital (GHS, 2015a).

3.2.3 Traditional Medicine in Ghana
Traditional medicine (TM) in Ghana comprises of two major dimensions namely use
of herbs and spiritual healing (Makinen et al., 2011). Herbs are sometimes prepared in
11

The total expenditure on health (by both private and public sectors) relative to the beneficiary
population, expressed in Purchasing Power Parities (PPP) to facilitate international comparisons
(WHO, 2012).
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the form of concoctions—containing a mixture of herbs and sometimes spices usually
prepared for specific health conditions (van Andel et al., 2012). Many use herbal
medicines for all sorts of health issues including both communicable and noncommunicable diseases as well as injuries (Oppong, 2003). Herbal medicine is the first
option for especially rural dwellers (Gyasi, Asante, Yeboah, et al., 2015). Previous
research indicates that about 75% to 85% of rural dwellers and 45% to 65% of urban
dwellers in Ghana rely on traditional medical therapies (Antwi-Baffour et al., 2014).
Relatives, herbalists, fetish priests and other religious leaders sometimes offered these
healthcare alternatives informally through lay referral system (Droege et al., 2011;
Makinen et al., 2011; Saleh, 2013).

Traditional medicine is the most accessible—especially financially, with regards to
medical care among Ghanaians (Salisu & Prinz, 2009). Research indicates that higher
cost in accessing orthodox medicine pushes many people to not only use traditional
medicine but also become their only choice (Gyasi, Asante, Yeboah, et al., 2015). Sato
(2012a) thus contests that rising income is associated with the use of modern care while
decreasing income is related to traditional care use. Although the MoH and the GoG
have strived over the years to incorporate the traditional system into the formal health
system (Ministry of Health, 2005), the efforts have so far not yielded the needed impact
as there are many practitioners in the informal sector than in the formal sector (MoH,
2007). Estimates show that there are about 200,000 unregistered traditional and
informal medical practitioners are in Ghana (GHS, 2007).

Traditional medicine in Ghana and the Ashanti region is however bewildered on a
number of counts. The first challenge is the lack of standardised dosage for many of
the drugs especially those prepared at home (Gyasi, Asante, Yeboah, et al., 2015).
People consume the drugs arbitrarily, which may be more harmful to their health in
the end. What is more, some traditional and religious practices do impinge on
appropriate medical needs. Factors such as beliefs and other religious requirements
which are linked to social networks have sometimes led to worsened health conditions
or even demise (Salisu & Prinz, 2009).
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3.3 The Community-Based Health Planning Service (CHPS)
The Community-Based Health Planning Service (CHPS) is a pro-poor national health
policy initiative that aims to improve access to health care (Nyonator et al., 2005a).
The CHPS is a means to link efforts of the formal health system to the local/community
structures not only to expand and promote access to primary health care but also to
empower people to take charge of their health through health education (GHS, 2015a).
The policy primarily targets people in deprived and remote areas (GHS & PPMED,
2002). The CHPS initiative involves the placement of a certified community health
officer (CHO) in a community to provide a package of basic health services (Nyonator
et al., 2005a).

Its strength lies in the flexibility to consciously adapt the service to local needs and
cultural milieus (Gyapong et al., 2007; Nyonator et al., 2005a). Under the decentralised
health

delivery

service

structure,

CHPS

falls

under

the

District/Metropolis/Metropolitan health management team (see figure 8) (Couttolenc,
2012). The initiative was an extension of a research project conducted between 1994
and 2003 in the Kassena-Nankana district in Ghana which proved that communitybased health services improve health outcomes as compared to the then traditional
primary healthcare system (MoH, 2008). The results showed a 15% reduction in
infertility, 50% reduction in odds of child mortality, increase in vaccination and
antenatal clinic attendance (Binka et al., 2007; Binka et al., 1995; Gyapong et al.,
2007). The study postulated that a single nurse (CHO) equipped with a motorbike and
relocated to a village health centre, could outperform an entire sub-district health
centre (Gyapong et al., 2007; Nyonator et al., 2005a). The policy was adopted
nationally in 1999 (Nyonator et al., 2005a).

The first stage of its implementation consists of mapping and assessment of problems
within the specified community after formal community entry. Conceptually,
community leaders (chiefs, political leaders, opinion leaders, youth leaders) are
consulted through thorough deliberations on how to earn the support of the
community. As a way to involve the public, community leaders and the people are
charged to raise part of the project’s cost and convene teams of volunteers to help in
constructing a structure known as community health compound (CHC) where certain
88

health services are offered (GHS & PPMED, 2002). This approach to the policy
implementation emanates from the social planning perspective of expert-community
engagement to address a social problem. By adopting this strategy, community
members/leaders would be encouraged to ‘buy in’ and ‘take ownership’ of the project
(Avogo, 2013)

The compound is also meant to house the community health officer (CHO). The CHO
become a resident of the community. Responsibilities of the CHO include household
visits and health education, midwifery duties (child delivery and antenatal and
postnatal care), nutrition and immunisation activities, family planning services and
treatment and management of minor infectious diseases such as tuberculosis, malaria
(MoH, 2008; Nyonator et al., 2005a). Due to the enormity of the CHO’s
responsibilities, they are supposed to be supported by community volunteers who are
trained to assist with mobilisation, maintenance of community registers and other
essential activities (Nyonator et al., 2005a). The successful initiation and functioning
of the CHPS initiative thus also depends significantly on the sense of commonality
among members and perhaps social capital in a given community.

The CHPS concept grew from a mere 15 (2005) to 376 (2009) compounds. However
this figure was still below the target of 1,162 by the year 2013 (Saleh, 2013). There
were however about 2948 functional CHPS zones as of midyear 2014 (GHS, 2015a).
The functional zones represent the catchment area of communities with geographical
access to the services of the CHOs and the CHPS compound, usually forming an 8–
14-kilometre radius (BASICS II & GHS, 2003; MoH, 2012). The zones are however
demarcated within a specified District or sub-district (MoH, 2012). As of 2014, there
were 736 functional zones in the Ashanti region (GHS, 2015a).

Implementation of the CHPS initiative has moreover been challenging. The health
professionals posted to these communities usually do not feel comfortable, as the
communities are generally remote and deprived of basic social amenities. Many
personnel are also often in haste to further their education leaving their post vacant
(MoH, 2012; Nyonator et al., 2005a). There have been reported cases of inadequate
and even lack of professional attendants at some CHPS compounds (Gyapong et al.,
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2007). Challenges relating to logistics and working tools and equipment for the CHOs
including essential drugs have also been reported (Sakeah, McCloskey, et al., 2014).
The resources needed to implement the initiative in all relevant communities in Ghana
requires a tremendous capital commitment which the state has been battling with over
the years (MoH, 2012).

Although the CHPS started as community-based initiative, the concept—for whatever
reasons, has over the years gradually evolved into a traditional health centre rather than
the strictly community-based system (Saleh, 2013). Some reports attribute this to the
increasing push for therapeutic services in favour of preventive services. Such attitudes
represent a shift from the primary purpose of policy (Awoonor-Williams et al., 2013).
For instance, there was an average of 1,200 OPD visits per month in some zones
mainly for curative services (MoH, 2012). Others argue that limited understanding of
the public about the CHPS concept explains the deteriorating fundamental functioning
of the idea. Fidelity to the original elements of the CHPS model such close community
engagement in the planning and delivery of services are therefore gradually dissipating
(Awoonor-Williams et al., 2013; Gyapong et al., 2007). Regardless of its challenges,
CHPS continue to contribute significantly to health service especially for deprived
groups (GHS, 2015a). For instance, 30.4% of family planning drugs/methods
administered in 2014 were carried out at CHPS compounds/zones (GHS, 2015a).
Essentially, this is why plausible explanatory factors for its challenges need to be
addressed head-on.

Studies show that the CHPS concept exhibits more promise in communities where
members are dedicated to improving the initiative and patronise the services (Sakeah,
McCloskey, et al., 2014). The success story of the concept before becoming a national
policy was inherent in its embeddedness in community actions. Trust was a currency
for uptake services in times of financial difficulties for many people as a climate of
trust was built between the CHOs and community members (Awoonor-Williams et al.,
2013). In a study to evaluate the impact of the CHPS initiative on the use of health
services, Johnson et al. (2015) established that the trust plays a facilitatory role in
ensuring access to better care. However, social capital was a major contributor to the
uptake of the CHPS’ services. Similarly, recent studies to identify the
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sociodemographic factors that influence women utilisation of skilled attendants at
birth in Northern Ghana, Sakeah, Doctor, et al. (2014) found that women from
particular ethnic groups and those with uneducated husbands were less likely to access
skilled attendants at birth in rural settings. The pertinence of social environment on the
successes and failures of the CHPS concept is elaborated by Baatiema et al. (2013)
whose findings suggest that the CHPS policy has been implemented at certain
localities with limited consultation and participation of community members. The key
policy tenet of community involvement is thus being eroded through the imposition of
technocratic expertise. For instance, a new wave of operations entails relying entirely
on outside contractors instead of using public resources to construct the CHPS
facilities—at least at the initial phase. This practice has not only inhibited community
participation but also resulted in limited funding from both community and donor
partners due to increasing cost of implementation (Awoonor-Williams et al., 2013).
Perhaps, it is high time to usher in further studies that reassure the pertinence of social
content in the policy’s implementation and sustenance. From the foregoing, it can be
deduced that the CHPS initiative is likely to be successful in localities where residents
possess high levels of social capital.
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CHAPTER 4
METHODOLOGY:
RESEARCHING THE ROLE OF SOCIAL RELATIONSHIPS IN WHAT WE
KNOW AND DO ABOUT HEALTH-RELATED ISSUES
4.0 Introduction
Research methods encompass the processes involved in collecting, collating and
analysing data for systematic inquiry (Creswell, 2014). This chapter discusses the
rationale for the various research methods, instruments, techniques and other
practicalities of the study.

4.1 Methodology: Mixed Method Research
As examined in chapter two, the majority of related research has been undertaken
either by quantitative or qualitative methods. The purpose and extensive nature of this
study consequently required a combination of different research paradigms. Mixed
method research was thus deemed suitable for this study. It provides an expanded
understanding of the research problem by offering two epistemological perspectives—
i.e. both qualitative and quantitative approaches (Creswell, 2014). A combination of
the two research approaches is also appropriate and useful largely because the key
theoretical approaches being used are still new to context. For instance, in relation to
health literacy in developing countries, the WHO acknowledges that measurement
approaches must be able to detect the different capacities that people have for engaging
with health information and services, allowing for the fact that individuals, families
and communities may develop their effective strategies for engagement (Dodson et al.,
2015). A mixed-methods approach is essential to measuring and ascertaining the full
scale of the state of health literacy in such contexts (Dodson et al., 2015). Previous
works have highlighted the value of mixed methods research in reinforcing results
(Chan, 2001; De Allegri et al., 2015) and constructively contradicting results even in
the same study (Maher et al., 1999; Spaetgens et al., 2016).

Quantitative approaches (Bryman, 2008; Creswell, 2009) was used to draw statistical
inferences among the social and health-related variables in the study. Qualitative
methods were employed in this study to gain a deeper understanding of how social
capital relates to health knowledge and use of healthcare (Crang & Cook, 2007; Gatrell
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& Elliott, 2009). Moreover, this is an explicit approach to gather data on linking and
bridging social capital whose influence on health-related issues has so far been
documented inadequately (Ferlander, 2007). Qualitative method was used to solely
ascertain the role of social capital in implementation and sustenance of the
Community-based Health Planning Services policy (CHPS) in Ghana.

Despite the several theoretical and practical criticisms levelled against mixed methods
research12 (Bryman, 2008; Hammersley, 1996; Morgan, 1998), this design is critical
for studies of this nature (Chan, 2001; CSDH, 2008; Dierickx et al., 2016; Hesse-Biber,
2010). For instance, in his enunciation of the need for mixed methods approach in
social capital related research, Bruhn (2009, p. 61) argued that “Numerous authors and
studies have suggested that both qualitative and quantitative aspects of the social
environment affect health and well-being. Nevertheless, studies that are too narrowly
focused and accept social capital as a proxy for community experience miss essential
elements of the lived, communal experience. Social experience, he continued “has a
bearing on health and well-being and is found in qualitative factors beyond quantitative
operational definitions of social capital” .

4.2 Research Design: Application of the Mixed Methods Research Approach
Some approaches to undertaking mixed method have been developed and extensively
used over the years (Bryman, 2008; Creswell, 2014; Creswell & Clark, 2011;
Hammersley, 1996; Hesse-Biber, 2010; Morgan, 1998). In general, the choice of
approach depends on several factors including the time available, the quantity of
human and financial resources, the anticipated uses of the data and the expected
outcomes and the emphasis placed on each type of data (Creswell, 2014).

Creswell (2014) discusses three core and three advanced practical methodological
approaches for mixed methods research. This study uses one of the advanced methods
namely the transformative mixed method. The transformation strategy is usually
guided by a theoretical approach or framework that reflects the purpose of the study
12

For instance, it is argued that each of the research strands (qualitative or quantitative) are rooted in
distinct epistemological and ontological commitments and paradigms, which makes it a mistake to
combine them in a single study as it may work only at superficial level (Bryman, 2008; Hammersley,
1996; Morgan, 1998).
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and research questions just as this study seeks to do. The data for this method can be
collected concurrently (concurrent transformative strategy) or sequentially (sequential
transformative strategy) (Creswell, 2009) or a combination of both depending on the
nature of the study (Creswell, 2014).

The main data collection process takes the form of the convergent parallel approach—
Both data are collected concurrently and analysed by either merging the two kinds of
data for comparison or integrating the data through a side-by-side analysis to determine
convergence, difference or both (Creswell, 2009; Creswell, 2014). The study thus uses
a cross-sectional transformative mixed method design. This was done instead of purely
sequential approaches (or longitudinal designs such as panel and cohort studies) which
require more time and financial resources (Creswell, 2009; Kothari, 2004; Neuman,
2000). Moreover, the analysis and interpretation of data will take the side-by-side
(complementary) approach of the embedded design—whereby one of the research
methods is nested in the other. One of the methods, therefore, becomes the primary
method while the other plays a secondary role (Creswell, 2014)—although the
differences between the two types of data are highlighted when necessary. The
flexibility of the transformative approach allows for the exclusive use of the qualitative
approach to examine the influence of social capital on health policies (CHPS) in Ghana
while also being used to examine complementarily the influence of social capital on
health literacy and access to health care. Figure 11 summarises the various phases of
the study.

Although a cross-sectional design was used, the data collection stage consisted of two
major phases (three phases for the entire study): preliminary phase and actual data
collection phase as depicted in figure 11. The first phase consisted preliminary
activities geared towards the real data collection. The second step consisted of a
concurrent gathering of both qualitative and quantitative data. Some of the people
participated in both the quantitative and qualitative parts of the study. The third and
final phase depicted in figure11 summarises the data collation and analysis, which are
discussed later in the chapter and subsequent chapters.
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Figure 11: The Mixed Methods Research Process for the study
1. Preliminary Phase:
Qualitative
(conversations,
interviews)

• Community
entry
• Etymology
• Instrument
adaptation
• Back translation
• Pretesting

2. Data Collection
Phase:
-Quantitative and
Qualitative data
-GIS data
• Concurrent/Con
-vergent parallel
design

3. Analysis &
Interpretation Phase:
-Quantitative and Qualitative
-GIS
•Side-bysides/complementary
•Constrats (where
relevant)

Source: Author’s Construct, February 2015

4.3 Preliminary Field Work Activities and Instrumentation
At the beginning of the fieldwork, recognisance survey was undertaken to familiarise
with the localities. A number of activities took place during the recognisance survey
including, research site mapping and selection, etymological study and pre-test of
research tools. At a later stage of the recognisance survey, appropriate community
entry procedures were initiated. In cognisance of local leadership and sociocultural
milieu, permission was sought from local leaderships before commencing the survey
(including the etymological study and pre-tests) in all of the study areas. A snowball
approach was used to locate the local political leader (s) (Assembly members and unit
committee members). The political leaders then led the project team to the traditional
leader who (often) gave the nod for the commencement of the study after receiving
and reviewing the study protocol—in the form of discussions. Public announcements
through a public-address system (popularly known locally as information centre) were
sometimes made with the help of the traditional and political leaders in some of the
villages.

Congruent with the subject matter of the study, the researcher established some
pertinent relationships during the reconnaissance survey. At least one person was
identified as a gatekeeper—a link between the research team and respective
communities. In rural areas, some of the gatekeepers were local political leaders who
95

were met during the community entry stage. It was easier to explain the purpose of the
study to potential participants with the help of the gatekeepers. They contributed to
sensitise the public on the project before the commencement of the research activities.
The apparent cordial relationship with the gatekeepers increased the trust in the
purpose of the study by the public. Subsequently, people appeared more relaxed and
less sceptical about divulging even sensitive information during interviews. This went
on for the first three weeks of the fieldwork.

The research instruments were back translated during the preliminary phase of the field
study with the help of two language experts—one for English and the other for Twi
(the dominant local language). The questions were translated first from English to Twi,
and then from Twi to English. This process helped to reconstruct some of the questions
in a manner that was easier to understand and translate into the local language as all
interviews with primary participants were carried out in the local language. The
preliminary stage also included the selection and a 2-day training of research assistants
and interviewers on the research approach and instruments.

4.3.1 Identifying with the Field: Positioning and Reflexivity
Crang and Cook (2007) argue that research is always bound up with issues of
power/knowledge and is, therefore, inherently political. Critical consideration was
given to the role of being a researcher and the responsibility towards the potential
participants, their communities, and their sociocultural milieu. The researcher is a
native of the country and locality where the study took place, and thus offered an
“insider” perspective. However, being a researcher positioned the investigator as an
“outsider” throughout the process through continuous yet careful oscillation between
the two posts to elicit objective responses during interviews. The idea was to appear
as ordinary as possible especially in rural areas where factors such as being urban and
higher education were intimidating to people and a potential source of biases. These
approaches helped to assume a fitting role as a researcher without tainting the research
objectives and the process itself.
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4.3.2 Etymology
Qualitative methods—informal conversations and semi-structured interviews—were
used in a brief etymological study to ascertain the local meaning and attributes of
certain key works in the study including health; community (what do people define as
community)— in relation to bridging and linking social capital—; capital; trust,
family, mental health; social relationships; health facilities/services and, literacy. This
activity helped to adapt the quantitative research instruments by seeking for local
examples to complement the instruments. The etymological approach was also a way
to take stock of local norms and perspectives into the study. In the process, 20 people
were interviewed with 10 each from rural (Adumakase) and urban (Bantama area and
Tafo area) dwellings. The interviews lasted between 30 to 60 minutes. The participants
included 11 females and nine males. The youngest person (s) was 22 years whereas
the oldest was 50 years. It included both the educated (tertiary level educational
attainment) and the uneducated. The discussions primarily focused on how people
understood some of the keywords. Where necessary, the interviews elicited some
narratives to be able to grasp what drove the meaning given to some of these key
concepts. Appendix 2 shows the findings from this activity.

4.3.3 Measuring Social Capital for Health Research: Quantitative Approach
The content of social capital tends to differ between and within regions, countries,
communities and societies due cultural and definitional differences (Lin & Erickson,
2008). Several attempts are being made to make social capital relevant for different
contexts owing to its essential and attractive explanatory mechanism (Fukuyama,
2000). However, translating the constituents of social capital for valid and reliable
empirical measurement is cumbersome due to the numerous points of departure of the
concept (Poortinga, 2006c; Van Der Gaag & Webber, 2008).

Three main perspectives surround how social capital should be measured (Krishna &
Shrader, 1999). These are the individual perspective, collective perspective and the
third perspective is a combination of both individual and collective perspectives
(Harpham, 2008; Krishna & Uphoff, 1999). Proponents of the individual level
approaches posit that the perspective is more akin to the original analogy of social
capital—the idea that one can invest in relationships as a form of “capital” that has the
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potential to yield returns (Van Der Gaag & Webber, 2008). The literature provides
three principal instruments concerning how social capital could be measured
quantitatively at the individual level including; name generator (Van Der Gaag &
Webber, 2008); position generator (Lin & Erickson, 2008); and resource generator
(Van Der Gaag & Snijders, 2005).

Measuring from the collective perspective is regarded as a good thing because, the
individual level is synonymous with social network approach which is pouring old
wine into new bottles (Kawachi, 2006; Kawachi et al., 2004). Thus, the conventional
idea is that social capital should be a collective construct rather than an individual
approach is tied to component concepts such as social cohesion, community, and
neighbourhood (Kawachi, 2006; Poortinga, 2006b; Putnam, 1995).

Nonetheless, this study favours a third perspective. The position is that although it is
important to distinguish the two levels, it is equally useful to measure social capital
[for especially health studies] using elements of both individual and collective levels
from the perspective of the individuals or households (Krishna & Shrader, 1999). It
posits that it would be a “mistake to view social capital in mutually exclusive terms,
as either an individual or a collective asset because clearly, it can be both” (Kawachi,
2006, p. 991). Lin and Erickson (2008, p. 4) argues that individual actors and their
relations form the basis of social capital, and these relations have micro consequences
for the individuals—what Portes (1998, p. 7) refers to as social chits, as well as macroconsequences for the collectivity. For the present study, this approach is an attempt to
assess the influence of social capital on health and well-being from the perspective of
the final beneficiaries or sufferers of social actions. The approach is contratry to the
strictly collective perspective (community/state) which have gained much currency in
the literature, in the form of concepts such as neighbourhood and social cohesion (see
Hyatt, 2009).

At the collective (community/ecological) level, some tools have also been developed
to measure social capital. Firstly, there is the Social Capital Community Benchmark
Survey which was used by renowned scholar, Robert Putnam (Harpham et al., 2002).
Other renowned community level tools include the Social Capital Assessment Tool
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(SCAT) developed by Krishna and Shrader (1999) and Social Capital Assessment
Tool (SOCAT) which was commissioned by the World Bank (Grootaert & van
Bastelaer, 2002). Agampodi et al. (2015) have extensively reviewed the nature of some
of the leading and common tools that have been used to measure social capital over
the years and across contexts. The majority of the available tools were derived from
the SOCAT. Despite its comprehensiveness, these tools are time-consuming and costly
to use.

This study uses the Short version of the Adapted Social Capital Assessment Tool (SASCAT). The Adapted Social Capital Assessment Tool (ASCAT) was derived from
SCAT with the aim of reducing the number of items in it (Harpham et al., 2002). The
S-ASCAT was developed for use in especially developing countries where fewer
studies and application of the theory has been undertaken (De Silva et al., 2006). The
S-ASCAT, despite being shorter makes room for elements of social networks, the
resources embedded in social relationships, and the two main components of social
capital —structural and cognitive components. The tool is however not designed
specifically for distinguishing between the three types of social capital namely
bonding, bridging and linking social capital (De Silva et al., 2007; Harpham, 2008),
although it remains flexible for such purposes (Harpham, 2008; Harpham et al., 2002).
Moreover, by aggregating individual responses, the S-ASCAT can measure both
individual and collective (ecological) social capital (De Silva & Harpham, 2007;
Harpham, 2008).

As with the original version of the instrument, the adapted version of S-ASCAT
measured four aspects of social capital. These four aspects holistically capture the
current conceptualisation of social capital as has been reviewed in chapter two. The
four aspects include associational life (the number of associational groups and the
different kinds of support from the groups). Others include support from individuals—
Support a person has received from individuals within their various social circles),
citizenship participation or civic engagement (whether a person has contributed to
addressing communal problems with neighbours or authorities). The final section
elicits cognitive aspects of social capital —measuring community harmony, sense of
belonging, trust and sense of fairness within communities from individuals’
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perspectives) (Harpham, 2008). The first three parts of the S-ASCAT instrument thus
measure structural social capital and its usefulness regarding the resources emanating
from them whereas the last one measures abstract forms of social capital (Harpham et
al., 2002).

To distinguish between the three types of social capital, the section on support from
individuals was sub-categorized into three parts to reflect bonding, bridging and
linking social capital (see appendix 4). The categorization into three groups was based
on examples used in the social capital framework in chapter 2 (figure 1). The approach
helped to assess the influence of the types of social capital on access to healthcare and
health literacy. Moreover, such disintegration makes more analytical sense compared
to a state of lumping up all under one umbrella as the original instrument has sought
to do. This adjustment was possible because the S-ASCAT has no overall scoring
algorithm hence making it flexible (Harpham et al., 2002). Thus, different sections of
the tool independently measure different proxies of social capital. Although S-ASCAT
has been validated in an appreciable number of developing countries (De Silva &
Harpham, 2007; De Silva et al., 2006; Harpham et al., 2005; Pronyk, Harpham,
Morison, Hargreaves, & Kim, 2008), it was yet pretested to ensure compatibility and
relevance for the local context. The list of groups in the group membership section of
the instrument (see appendix 4) was updated through the preliminary qualitative
interviews. Three new groups were introduced namely: fun clubs (a popular social
group usually formed in support of distinguished individuals or a common course),
youth groups/associations (association among younger generals in communities), and
school groups/associations (In-school groups, and associations among former
schoolmates). Local examples were also appended to some of the groups to make them
more understandable and relevant. It is worth noting that emphasis was put on ‘active
participation’ in the group activities. Hence, being a passive member of a group
disqualified a person as a member of a group as Takahashi et al. (2011) advises. Coding
for statistical analysis was as follows:

Group membership was coded as 0 = those who were not active members of any group;
1= those who are active members of only 1 group; and 2= those with 2; 3 = those
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belonging to 3 or more groups. A similar scoring scheme was applied to support from
group memberships as group support was only elicited when one was a group member.

At the individual level, bonding social capital was scored from 0 (those that had not
received any support in the past one year), 1 (support from only one person), 2 (support
from two people) and 3 (support from 3 or more individuals in the past one year). The
same was done for bridging and linking social capital. The aggregate individual
support (combination of scores for bonding, bridging, and linking social capitals) was
also scored in the same manner

The section on citizenship activities was scored as 0 = No and 1= yes. The section had
four categories including i. Those who had neither talked to authorities nor joined in
addressing community problems as one category and was labelled as “none” (0), ii.
Those that had talked to authorities and joined with other neighbours to address
community problems was labelled as “some” iii. Those that had talked to authorities
about community problems only, and iv. Those that had joined other neighbours to
address community problems only

All the cognitive social capital questions were scored as 0 = No and 1 = yes. However,
the last question (sense of fairness—do you think that the majority of people in this
community would try to take advantage of you if they got the chance?) was reverse
coded (as 0 = yes and 1=No). The question was framed in a negative form. Moreover,
the response category to the question of trust in the original instrument was adjusted
from “yes or no” to either “most people can be trusted, or one needs to be very careful”
as was done in the sixth wave of the World Value Survey (World Values Survey,
2012). The new response category was however coded same as in the original SASCAT instrument. The new category presented a subtle way of eliciting a response
to the same question. In the cognitive social capital section, a total score of 2 or less
represented low cognitive social capital, a score of 3 represented medium cognitive
social capital and a score of 4 represent high cognitive social capital. Therefore, there
was no overall rating for social capital but a rather fragment measurements of its
proxies. Moreover, the conceptualization offered by this instrument informed in-depth
discussions about the role of social capital in health literacy and healthcare access.
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4.3.4 Measuring Health Literacy
From the quantitative perspective, this study measured health literacy is using a
slightly adapted version of the Swedish Functional Health Literacy Scale (S-FHL).
The S-FHL was based on Japanese functional health literacy (J-FHL) tool (see
Ishikawa et al., 2008; Ishikawa & Yano, 2008; Suka et al., 2013). The J-FHL was
originally based on WHO’s conceptualization of health literacy (Nutbeam, 2008;
Nutbeam & Kickbusch, 2000). Among the commonest measuring instruments for
health literacy includes: Rapid Estimate of Adult Literacy in Medicine (REALM); The
Medical Achievement Reading Test (MART); Test for Functional Health Literacy in
Adults and derivatives (TOFHLA) and its ‘Short’ version (S-TOFHLA). Others are
the Newest Vital Sign (NVS); Short Assessment for Health Literacy for Spanish and
English (SAHL-S&E); scales for measuring Functional, Communicative, and Critical
Literacy (FCCHL) (AHRQ, 2014; Altin et al., 2014; Jordan et al., 2011; Weiss et al.,
2005) and recently the European Health Literacy Survey Questionnaire (HLS-EU-Q)
(Frisch et al., 2011; Sørensen et al., 2013).

The S-FHL instrument consists of five items/statements that assess functional skills.
The statements inquire about the difficulty in reading, computing and understanding
health information to the frequency with which a person asks for help in reading or
understanding health information (Wångdahl & Mårtensson, 2014) and which assess
different components of functional health literacy. The five items are each rated on a
five-point scale namely: ‘never (5)’, ‘seldom (4)’, ‘sometimes (3)’, ‘often (2)’ and
‘always (1)’. The S-FHL was preferred for this study because the instrument has been
validated among diverse population groups consisting of people from different parts
of the world including Somalia, Afghanistan, Iraq and Syria without any critical
cultural constrain (Wangdahl et al., 2014). The tool, therefore, has positive contextual
appeal, which makes it appropriate for this study. As has been forwarded earlier on,
the majority of functional health literacy and even health literacy instruments in
general strictly assess reading (pronouncing medical terms) and computational
abilities (Jordan et al., 2011). The medical orientation of assessment tools such as
REALM and TOFHLA makes their feasibility in public (population) health,
contextually doubtful (Wångdahl & Mårtensson, 2014). The nature of these popular
tools was deemed inappropriate to assess functional health literacy among the target
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group for this study. For instance, a person’s inability to read (illiterate) or compute,
automatically meant that the individual was functionally health illiterate. This was a
crude classification of the population without proper scientific investigation. However,
in a multicultural and complex health system like that of Ghana (Saleh, 2013), such an
approach may not portray an accurate reflection of functional health literacy. People
with key contextual knowledge of health may grossly be lumped as functional health
illiterates using the dominant reading and numeracy tools.

Moreover, as part of the back-translation process carried out for the all the questions
in the survey instruments, two main changes were made to the S-FHL instrument. The
changes bordered on the response alternatives. The category “seldom” was replaced
with a more direct phrase “not often”, and the alternative “always” was also replaced
with “all the time”. The new phrases were easier to translate and more direct regarding
the local language. As Martensson and Wangdahl (2015) recommmend, the results
were scored in this manner: response to alternatives “never” and “not often” were
given value of 1; Responses to “often” and “all the time” were given a value of 1000,
and replies to “sometimes” were given a value of 100. In computing for different levels
of functional health literacy, the three new values were summed. Scores below 100
were labelled as sufficient health literacy; scores from 100 to 1000 was labelled as
problematic health literacy and scores from 1000, and above were labelled as
inadequate health literacy (Wångdahl & Mårtensson, 2014). Only participants with at
least four valid responses out the five items were included in the final computation.
Qualitative discussions of health literacy were however based on the integrated
conceptual model of health literacy (ICMHL) and elements of its various instruments
(HLS-EU-Q47) (Pelikan et al., 2014; Sørensen et al., 2013).

4.3.5 Measuring Access to Healthcare: Instrument Development and Testing
Access to healthcare is a multifaceted concept and so is its measurement. Access to
healthcare is measured from different perspectives usually based on the interest of the
researcher or the objective of the study at hand. Access to healthcare has been and can
be measured on the counts of potential access to healthcare (Gold, 1998), and the
present or actual state of access among a given population (Gold, 1998). Studies that
assess potential access to healthcare concentrate often on how people perceive their
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access to different forms of health services in the near future. Thus, the potential
changes in health services that could influence access to healthcare (Gold, 1998).
Studies of this nature often involve mathematical computations and cartographic
approaches to predict, for instance, the potential geographic access to healthcare for a
population given different variations in socioeconomic conditions. The works of
Delamater et al. (2012) in Michigan, USA; Hu et al. (2013) on potential access among
rural and urban Chinese; and the development of gravity model for possible access to
primary healthcare in Canada by Schuurman et al. (2010) depict aspects of possible
access to healthcare.

However, actual or realised access, a position that this study takes, measures the state
of healthcare access among a given population. For example, whether people are
satisfied with their access to healthcare as assessed by the classic work of Penchansky
and Thomas (1981) in the USA. This approach usually measures access to healthcare
based on the subjective assessment of the research participants considering the ability
and willingness of people to uptake health services given potential barriers (from both
demand and supply sides) (Cunningham & Kemper, 1998). Access to healthcare was
thus measured regarding utilisation by participants (Gulliford et al., 2002).

Some questions were asked to ascertain the extent to which supply and demand factors
create barriers to health services. For instance, Cunningham and Kemper (1998) asked
their respondents two key questions: (1) during the past 12 months, was there anytime
when you did not get the medical care you needed? and (2) Was there anytime during
the past 12 months when you put off or postponed getting the medical care you thought
you needed? (see also Hendryx et al., 2002). This approach to assessing access to
health care is therefore flexible to ascertain whether people have low or high access to
healthcare. In this work, the second question used by Cunninghman and Kemper
(1998) was used together with elements from each of the five dimensions of access to
healthcare as discussed in chapter two to formulate a set of questions to measure access
to health care.

Initially, 19 statements were constructed (see appendix 3). The statements captured the
five domains of access to health services as elaborated in chapter two. The level of
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access to healthcare was scored on a four-point Likert scale namely: “never”, “not
often” “often”, and “all the time” as shown in appendix 3. Three scholars who have a
background in the field of population health examined the face validity of the
instrument. The comments from the three scholars were later incorporated into the
original design. The instrument was then pretested. A principal component factor
analysis using varimax rotation method was used to conduct factor analysis on the 19
questions. As a result, three items were removed due to poor reliability and convergent
validity. The remaining 16 items showed excellent reliability of .90, and each of the
dimensions of healthcare access had a Cronbach’s alpha either equal to or greater than
the acceptable value of .70 and all the corrected item-total correlation were above the
threshold of .30 (Field, 2013). The instrument proved reliable and conformed to the
hypothesised dimensions of access to health services.
In the analysis, the four response categories were dichotomised. Responses to “never”
and “not often” was given a value of 1, and replies to either “often” or “all the time”
was given a value of zero (0). The scores could, therefore, range from 0 to 16. The
scores were computed only for cases with at least fourteen valid responses. The results
were categorised into three levels of access to healthcare: Low access to healthcare
(scores 0 to8), moderate access to healthcare (score from 9 to 12) and high access to
healthcare (scores from 13 to 16). Exploratory factor analysis was carried out to
ascertain single variables for each of the five dimensions of access to healthcare. The
factor scores were saved using the Anderson-Rubin method which produces factor
scores that are uncorrelated and standardised (Field, 2013).

4.3.6 Measuring Health and Related Outcomes
Assessment of health-related outcomes in population health is usually measured
through specific or general methods or in a distal or intermediate manner. Both of these
perspectives were used in this study. Specifically, six health-related outcomes under
two broad themes as shown below. However, not all of the outcome measures were
used in all the analysis.
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4.3.6.1 Health-related Status and well-being
This study used two broad and tested measures to ascertain Health-Related Quality of
life (HRQoL)—a multidimensional construct comprising (at least) physical,
psychological and social well-being and functioning as perceived by the individual
(Abbott et al., 2011)—namely: Healthy Days (Core Module measure CDC HRQoL-4)
(Moriarty et al., 2003), and the Satisfaction with Life Scale (Diener et al., 1985). These
two measures are short and easy to administer and are applicable for population health
surveys (Moriarty et al., 2003). Other measures such as the Sickness Impact Profile,
and the Quality of Well-Being Scale (CDC, 2012), Medical Outcomes Study’s 36-item
measure (SF-36) and its Short-Form ( SF-12, 12 items) (CDC, 2012; Larson, 2002);
and Global Health Measure by the National Institutes of Health (NIH) Information
System (Barile et al., 2013; Hays et al., 2009) could have been used. However, some
of these are lengthy while others are more suitable for clinical settings.

Healthy Days Core Module Measure (CDC HRQoL-4)
The healthy days core module (HRQoL-4) is an integral part of the CDC’s instrument
for assessing health-related quality of life (HRQoL) among a population (CDC, 2012).
This tool has been in existence since 1993. The entire tool consists of 14 tools, 10 of
which are considered as optional or additional questions (Mielenz et al., 2006). This
study used the core module, which consists of 4 items. The first question asks for a
general health rating (Self-rated health status) on a 5-point scale: 'All in all, how would
you describe the state of your health these days? Would you say it is excellent, very
good, good, fair, poor? (CDC, 2012). The other three questions elicit the number of
unhealthy days a person has experienced in the last 30 days preceding the study with
regards to mental health, physical health, and inactive days—the number of days that
either physical or mental health kept a person from doing his/her usual activities. The
healthy days’ questions have been cross-validated across different contexts and have
proven to be a stable measure of health outcomes (Barile et al., 2013; Chen & Meng,
2015; Hart, 2015; Jiang & Hesser, 2009; Mielenz et al., 2006; Yip et al., 2007).
However, it is important to note that given the self-assessment nature of the questions
involved in the tool, factors such as culture, gender, education and health knowledge
may affect the results obtained using the instrument (Chen & Meng, 2015; Yip et al.,
2007).
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The Healthy Days Core Module measure was used measure three kinds of health
status. The first question of the tool— self-perceived general health rating, was treated
as a distinct measure of health status. The 1-item self-perceived general health rating
is a more conservative but widely used measure. While 1-item self-rated health
measure (and other self-rated instruments) may be subjective and less reliable, research
has found that there is a strong link between general self-rated health and mortality
(Nieminen et al., 2013). Some longitudinal studies have also affirmed the potency of
1-item self-rated health in predicting the onset of disability in different population
groups (Kawachi et al., 1999). This approach to measuring health status is moreover
easier to administer and incorporate into the analysis. The results were dichotomized
as; poor health = 1 (fair or poor) and Good health = 0 (excellent, very good, or good)
(see Baker et al., 1997; Kawachi et al., 1999).

The two other measures of health outcomes used were physical health and a crude
measure of health-related quality of life (HRQoL). The physical health component was
treated as a continuous variable. The greater number the poor physical health a person
had. Lastly, a composite HRQoL index was constructed using a dichotomized version
of all the four questions in a factor analysis. For the other three items, those reporting
14 days or more of ill health were considered to exhibit poor health whereas those that
that were unhealthy for less than 14 days were considered to exhibit good health as
suggested by developers of the tool (CDC, 2011, 2012; Moriarty et al., 2003). The data
was coded as follows: 1 represented “good” physical, mental or active days (reporting
adequate physical and mental health), and 0 represented “poor” physical, mental or
inactive days. The dichotomized variables (the positive statuses) for each of the four
items of the HRQoL-4 in the were subjected to factor analysis to create an index that
represents aggregate HRQoL (see also Hart, 2015). The factor score was saved using
the Anderson-Rubin method because it standardises the variables before computations
(see Field, 2013).

Well-being
Well-being is a dynamic and relative state where one maximises his or her physical,
mental, and social functioning in the context of supportive environments to live a full,
satisfying, and productive life (CDC, 2013). Well-being was measured using
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satisfaction with life scale (SLW) (Diener et al., 1985; Pavot & Diener, 2013). This
scale is suited for use in different segments of populations groups regardless of age
groups and general background (Diener et al., 1985). The tool consists of 5 items. All
the questions elicit the extent to which people rate satisfaction with their life and
general well-being considering all conceivable specifics of their lives. Per the original
instrument, participants were asked to respond on a 7-point scale namely:1 = strongly
disagree, 2 = disagree =, 3 = slightly disagree, 4 = neither agree nor disagree, 5 =
slightly agree, 6 = agree, 7 = strongly agree. However, in order to reduce redundancy
and ease of administration, the response scale used in this study was a 5-point scale
ranging from (1) strongly disagree, (2) disagree (3) neutral (4) agree and (5) strongly
agree. The results were summed to have a maximum of 25 and a minimum of 5. For
the sake of simplicity, the result was dichotomized to depict the degree of well-being
among participants. The two groups were as follows: those dissatisfied with their lives
(scores from 5 to 15) and those satisfied with their lives (scores 16 and above).
Despite some notable challenges of the instrument including social desirability
(Helliwell, 2006; Helliwell & Putnam, 2004), the instrument has demonstrated
consistency in predicting realistic differences between regional, national and
international contexts (Diener & Seligman, 2004; Helliwell, 2006)

4.3.6.2 Health Status Measured by Use of Health Services
Health service utilisation was assessed in

two ways namely;

rate of

hospitalisation/admission—the number of hospital admissions—and use of emergency
room services (curative services)—the number of times a person visits the emergency
room or sees a health personnel (Baker et al., 1997; Cho et al., 2008). The predominant
assumption here is that healthy people are less likely to seek therapeutic health services
or be hospitalised. Thus, people who frequently use curative health services are less
likely to be healthy persons. Moreover, these two intermediate health-related outcomes
measures sometimes focus on ‘needless’ use of direct healthcare (ODPHP, 2004). This
has sometimes been described as an inappropriate use of health services (Gulliford et
al., 2003). Others (Derose, 2008; Reindl Benjamins & Brown, 2004) label these
outcome measures as the rate preventable use of curative health services and
hospitalisation.
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Assessment of the rate at which people use health services is often done using the
number of times a person visits a physician (or emergency room visits) or

is

hospitalised within a stipulated period (usually between 3 months and 12 months)
(Baker et al., 1997). In this study, participants were asked to recall the number of times
they had visited a physician or used any curative health services, and the number times
they had been hospitalised in the 12 and 24 months preceding the study respectively.
That is, the scores could range from zero to perhaps infinity. The study acknowledged
the absolute dependence on other health facilities/services in Ghana such as CHPS
compounds, pharmacies/drug stores, small clinics, and herbal medicine (Oppong,
2003). Therefore, visits to these medical facilities were considered as emergency room
visits. In the regression models, these measures were presented as continuous
variables.

4.3.7 Control variables
4.3.7.1 Health-related Behaviours
This study used five indicators to assess health-related behaviours among the study
population. These included use of tobacco—whether or not a person smoked and how
often—; the frequency of consumption of alcoholic beverages; a deliberate effort to
undertake physical activities (exercise) intended for health purposes; attitude towards
routine body checkup; and sleeping habits—the number of hours a person slept within
24 hour period. These behaviours were used because they were easy to measure and
presented avenues for participants to give largely objective responses as compared to
say dietary measures. This part of the research instrument was adapted from the
BRFSS 2014 health survey questionnaire (CDC, 2014). Regarding smoking and
alcohol consumption, respondents were asked whether they smoked or consumed
alcohol every day, some days or not at all. Participants were required to provide the
number of hours they usually slept within every 24 hours. However, regarding
exercise, participants were asked whether they had in the past 30 days undertaken any
physical activity other than their regular jobs.

On routine body check-up, all

participants were asked whether by their initiative, had had a routine body check up
by a doctor in the past two years preceding the study. Where necessary, all health
behaviours were dichotomized. Responses to alcohol use and smoking were
dichotomized as follows: Every day and some days were scored as 1 (yes), and not at
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all was coded as 0 (no). Duration of sleep within 24 hours was coded as 0 (0-6 hours,
labelled as poor) and 1 (7 and above, labelled as standard) (see NSF, 2015).

4.3.7.2 Sociodemographic variables
Based on the previous studies and the wide range of literature consulted, some factors
that were considered as potential confounders in the relationships expressed in the
conceptual framework are discussed here. Among these factors, included age (the
chronological age of participants including those who were at least 18 years old); sex
(both males and females); and length of stay in current location (measured in years,
with a minimum requirement of 1 year). Others are whether a person considered his
current location as home, ethnicity (Five categories—Asante, other Akan, Ewe, GaAdangbe, Northern tribe), and religious affiliation (Christianity, Islam, Traditional
religion and no religious affiliation). Other variables included marital status (married,
married, single, divorced, widowed, separated, living together as married), highest
educational attainment (from no school to tertiary level attainment), self-rated
literacy—ability to read and/or write one language, household size, and the highest
level of education among one’s household members. Respondent’s employment status
(full-time employee, part-time employee, self-employed, retired, student, homemaker,
unemployed), occupational sector (service, commerce, tradition, agriculture, industrial
work, students/apprentice, retired), estimated monthly income, and ownership of valid
health insurance were also ascertained. Finally, self-perceived social status and
economic status of a respondent’s household—as perceived by the respondents about
other households in the community was also ascertained. Participants were asked to
rate the social and economic status of their households on a scale of 1 to 10 (with 1
being low and 10 being highest).

4.3.8 Pretesting
The tentative research instruments (both the qualitative and quantitative aspects) were
pretested to ensure reliability and the general flow of the questions and discussions
points. One hundred and five people participated in the quantitative part. As regards
the quantitative part, the data was collected online using Qualtrics online survey
system (Qualtrics, 2015). The online system offered a convenient and quicker
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approach to gathering the data, as there was no need for data entry on completion of
the process. Table 5 shows the characteristics of the participants.
Table 5: The Characteristics of the Pretest Sample
Characteristics

Frequency
(N=105)a

Age
18-24
25-34
35-44
45+
Mean (SD)
Sex
Males
Female
Education
Primary school
Junior high school
Senior high school/vocational education
Tertiary education
Ethnicity
Ashanti
Other Akan
Ewe
Northern tribes
Ga-Adangbe

Percentage

21

19.6

63
11
10
30(9)

58.9
10.3
9.3

59
44

56.2
41.9

13
51
27
14

12.4
48.6
25.7
13.3

50
28

47.6
26.7

13
7
6

12.4
7.6
5.7

Source: Author’s Construct, September 2015. a Frequencies may differ among characteristics due to
missing values

Participants who were illiterates were interviewed face-to-face. The qualitative part of
the pretesting was carried out together with the etymological studies. However, only
11 people including six males and five females were interviewed using the actual
qualitative interview guide.
4.3.8.1 Health Literacy (Swedish Functional Health Literacy, S-FHL)
The S-FHL also showed more than adequate reliability. The Cronbach’s alpha was .86
and split-half Spearman-Brown coefficient of .79. Confirmatory factor analysis
depicted good overall fitness of the instrument with CMIN/DF, GFI, AGFI, CFI and
RMSEA having values of 0.73, 0.99, 0.96, 1.00, and 0.00 respectively according to
best practices (Arbuckle, 2012; Floyd & Widaman, 1995). Exploratory factor analysis
using the principal component method and varimax rotation method yielded one factor,
which explained 64.3% of the variance in functional health literacy.
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4.3.8.2 Satisfaction with Life and Well-being Scale (Well-being)
The satisfaction and well-being scale also showed adequate reliability with a Cronbach
alpha of .8 and a split-half Spearman-Brown coefficient of .66. Exploratory factor
analysis resulted in one factor that explained about 56.3% of the variance in life
satisfaction and well-being. Therefore, the scale demonstrated more than adequate
reliability and applicability for the context of the study.

4.4 Data Collection and Sampling
The study gathered data from two main sources: primary participants—consisting of
young and old adults aged 18 years and above and other stakeholders. The primary
participants must have lived in their localities for at least one year during which a
person must have forged some influential social networks at least within their
immediate neighbourhood. Individuals in this age category are more likely to be
familiar with the key discussion points of the study including those relating to health
literacy which is developed through formal and informal experiences over time
(Nutbeam et al., 2010). Moreover, the stipulated age limit coincides with the age that
one is considered as matured per the provisions of the Constitution of Ghana
(Government of Ghana, 1998).

The use of general adult population is also due to the novelty of the concepts being
examined considering the study context as well as the interdisciplinary nature of the
study. It is the position of the study that, to gain a deeper understanding of subject
matter in an uncharted context such as Ghana, it is imperative that the study be
undertaken with the entire population in mind as Yip et al. (2007) did in China to
ensure full benefits for health and social policies. This is so because using the general
population fit into the missions and characteristics of a myriad of public and private
entities concerned with addressing health-related inequities.

The stakeholders consisted of health-related workers and their respective institutions
as well as the traditional and local political institutions in the respective communities.
Some of the primary participants partook in both qualitative and quantitative aspects
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of the study whereas the health personnel and traditional and political institutions were
subjected to only the qualitative inquiry.

4.4.1 Selecting Research Sites
The selection of research sites was carried out as part of the preliminary activities. The
five13 districts were Atwima Kwanwoma, Kwabre East, Ejisu Juaben districts, Kumasi
Metropolitan area (KMA), and the Asokore Mampong Municipal areas (see figure 12).
Other characteristics such as the condition of roads, size of communities, the type of
buildings, other the local infrastructure (schools, health facilities, water), and
accessibility to absent infrastructure and services, were considered in selecting the
rural communities during the recognisance survey. In the urban areas, a sketch map
was done to delineate neighbourhoods and suburbs according to their demographic and
socioeconomic characteristics using the existing administrative maps during the
reconnaissance survey.

13

The characteristics of the five districts are presented in chapter 3.
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Figure 12: Location of Data Collection Sites within the study district in the context of
Ashanti
region.

Source: Land Use Planning, and Management Information Systems (LUPMIS), Ghana database.
September 2015. Map designed by Obed Agyapong, Town and Country Planning Officer of Gomoa East
District Assembly, Ghana

The study included eight rural communities (villages) after visiting and considering
fifteen villages. Two of these villages; Apemanim and Amoam-Akyiase were served
by Community Health Planning and Services (CHPS) compounds, whereas the other
five of the remaining six had only drug stores/small pharmacies as their main health
facilities. The rural communities were located in three districts namely: Atwima
Kwanwoma, Kwabre East, and Ejisu Juaben districts.

The urban settings included about 36 suburbs/neighbourhoods out of approximately
84 that was visited during the reconnaissance survey. These suburbs were located in
the Kumasi Metropolitan area (KMA) and the Asokore Mampong Municipal area—
that used to be part of the Kumasi Metropolitan area until recently. The
neighbourhoods were elicited based on types of economic activities (to include both
informal and formal economic activities and industrialised localities), the types of
residential areas as delineated by the KMA (high-income residential area, middle114

income residential areas and low-income residential areas) (KMA, 2010) and ethnic
and religious compositions. Within the KMA, neighbourhoods in six of the nine submetropolitan areas were included in the study. The selected sub-metropolitan areas in
the KMA were Bantama, Oforikrom, Old Tafo (Tafo), Suame, Kwadaso, and Nhyieso.
Thirty-one neighbourhoods that were chosen to partake in the study were from these
sub-metropolitan areas. In the Asokore Mampong municipal area, five communities
namely Akrom, Asawase, Adukrom, Aboabo Zongo and Aboabo were included. The
location of the study districts and the communities/sub-metropolitan areas in them are
depicted in figure 12.

4.4.2 Sample and Sampling Techniques
4.4.2.1 Sample, Sampling Techniques for Structured Interviews
Based on the regional and district population figures, the urban localities altogether
had about 934,751 who were potentially 18 years and above (GSS, 2012). The rural
communities also had an estimated population of 7540 altogether according to data
retrieved from the respective district assemblies as shown in table 6. The number of
interviews and questionnaires administered in each of the study localities are listed in
table 6. The majority of scholars do agree that a sample size of 384 is adequate for
any study with a sample frame or population of over 100,000 (Monette et al., 2008).
However, smaller population such as the one for the rural settlements had to be
determined (Monette et al., 2008). Using Dillman (2011)’s suggested formula14 and
the specified criteria15 for this study, the eight rural communities will require about
365 respondents. This gives a sample size of 749 participants for both rural and urban
areas.

14

Ns= (Np )( p)(1−p) / (Np −1)(B/C)2 +( p)(1−p)
15

Ns = Total sample size needed
Np = size of population
p = proportion expected to answer a certain way (50% split or 0.5 is most conservative)
B = acceptable level of sampling error (0.05 = ±5%)
C = Z statistic associate with confidence interval (1.960 = 95% confidence level)
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Sampling Techniques
Sampling was done using a multistage cluster sampling design. In urban areas, the six
sub-metropolitan areas in Kumasi and the urban settings within the AsokoreMampong municipal area were considered as clusters. In the first stage, each of the
seven clusters was divided into sub-clusters based on residential categories (highincome residential area, middle-income residential areas and low-income residential
areas) and ethnicity (Ewe, Asantes, other Akans, Northern tribes, and Ga-Adangbe).
On the average, about four sub-clusters were created in each of the clusters. These subclusters included major towns within the clusters. The sub-clusters were then stratified
into neighbourhoods and suburbs. About three stratum—developed from the updated
map from the reconnaissance survey, were identified in each sub-cluster. This summed
up to 84 strata (communities/suburbs/neighbourhoods) out of which 36 were included
in the study based on the criteria above. Proportionate sampling (Monette et al., 2008)
was used to distribute the questionnaires among the clusters based on the population
size (estimated number of people above 18 years of age) (see table 6).

A systematic approach was used in selecting participants. A person from a household
in every fifth house (derived from an estimated number of houses in each stratum and
questionnaires to be administrated) was included in the study using the population of
the clusters and sub-clusters. One person from each household was interviewed in each
house irrespective of the number of households within the house. This decision was
informed by a discovery during the reconnaissance survey that the majority of people
in compounds houses in the rural communities were usually relatives through the
extended family system. In urban areas, this was done to eliminate systematic
similarities in responses considering that the social capital of respondents was of the
essence.
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Table 6: Distribution of Questionnaires among Selected Communities
District

1

Kumasi
Metroplitan
Area

2

AsokoreMampong
Municipal
Area

Sub-Metro
(Number of
localities)

Bantama (5)
Kwadaso (3)
Tafo (6)
Oforikrom (6)
Nhyieso (7)
Suame (4)
Akrom
Asawase
Adukrom
Aboabo
Aboabo Zongo
TOTAL

Estimated
Population
(over age
18)

Questionnaires
Dispatched

Number of
Valid
Questionnaires Returned

Number of
individual
in-depth
interviews
Conducted

69
66
37
83
36
41
81

3
6
4
3
3
5

420

413

24

RURAL LOCALITIES
850
40
600
50

37
50

5
19

URBAN LOCALITIES
155,515
70
148,090
67
85,222
38
186,627
84
82,448
37
94,147
42
182,702
82

915,000

3

Atwima
Kwanwoma

Afrancho
Apemanim*

4

Kwabre East

Krobo
Akitibomo
Adumakase
Kese

550
60
2100

28
18
76

24
18
74

6
-

Ahodwo
Dumanafo
AmoamAchiase*
TOTAL
GRAND
TOTAL

180
1400
1800

25
53
90

23
51
89

7
7

7540
922,540

380
800

366
779

44
68

5

Ejisu-Juaben

Source: GSS, 2012 and Author’s Construct, July 2015. *Communities with CHPS Compound

In rural settings, the sample and number of questionnaires administered in each
community were proportionately determined according to the number of persons over
the age of 18 years in each village as opposed to the population of the districts. This
was to ensure fairness in the distribution of questionnaires among the selected rural
communities across the respective districts. Moreover, two sampling techniques were
used in the rural areas. A complete survey was targeted in smaller communities
including Akitibomo, Afrancho, Apemanim, Afrancho, and Ahodwo. Thus, one
person was interviewed from every house in these communities.

However, in

relatively larger rural communities including Amoam-Achiase, Adumakase,
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Dumanafo and Krobo, a systematic sampling technique was used. On the average, a
member of a household in every second house was interviewed.

Face-to-face interviewing were adopted in administering the questionnaires. This
method was favoured for two reasons. Firstly, due to low literacy levels and ethnic
diversity in the research sites, self-administered questionnaires would have produced
too many errors due to the inability of some potential respondents to read and
accurately interpreted the questions and instructions. Aside from this, face-to-face
interviews ensure higher response rate (Bryman, 2008), which was very important
given the limited timeframe for the study. A total of 779 completed and valid
questionnaires were included for quantitative data analysis (see table 6). In the rural
areas, 380 questionnaires were dispatched out of which 366 were deemed as valid and
complete upon return. This gives a response rate of 96.3%. In the urban areas, 420
questionnaires were sent out, of which 413 were deemed valid. This gives a response
rate of 98.3% in the urban areas and an overall response rate of 97.4%.

4.4.2.2 Sample and Sampling Techniques for Semi-Structured Interviews
Two data collection methods were used in the qualitative part of the study including
in-depth interviews and focus group discussions. Purposive sampling technique
(Bryman, 2012), was used to select participants. In all, 79 primary participants took
part in the study in addition to 16 key informant interviews. For the primary
participants, factors such as age, ethnicity, religious affiliations, educational
attainment, socioeconomic status and length of stay within current vicinity were
considered to ensure a balanced sample as advocated by Crang and Cook (2007). It
was also used to select persons who had participated in the structured interviews for
further discussions in groups.

Semi-structured interviews approach (Bryman, 2008; Neuman, 2000) was used to
gather the data (see appendix 5 for the interview guide). This approach allowed to
raise additional and complementary issues in addition to the points of discussions
itemised in the interview schedule. Semi-structured interviews were used for in-depth
discussions with primary respondents in both urban and rural areas and key informant
interviews. Key informant interviews included conversations with traditional and
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political leaders, leaders of relevant local social groups/associations and health
professionals. These classes of people/institutions constitute a form of bridging and
linking social capital considering the study context (Ferlander, 2007; Halpern, 2005;
Islam et al., 2006), and their account of the role of social capital on health proved
insightful. The interviews usually lasted from 35 to 60 mins. Almost all the interviews
took place at the homes or workplaces of the participants. The interviews often took
place on weekends, evenings, and special market days (especially in rural
communities). These were the times when participants were most relaxed and readily
available for lengthy discussions. All the interviews were tape-recorded with
permission from the participants. Whenever the location was not conducive for
recording, the participants helped in finding a more appropriate place.
The in-depth interviews entailed discussions on how participants’ social circles
influenced what they knew about health issues. Such matters included individual and
household strategies for preventing diseases and caring for an illness. Other inquiries
included how different social connections helped or distracted one’s ability and
willingness to use health services (see appendix 5). In communities with CHPS
compound, semi-structured interviews were also used in ascertaining the state of the
policy from the perspectives of both primary participants and community leaders, and
health personnel. The conversations bothered on how social relationships influenced
the willingness and ability of people and communities at large to partake in the
initiation, implementation, management, and sustenance of the policy and their
knowledge on policy.

In all the interviews (including the focus group discussions), an attempt was made to
deliberately elicit the experiences of participants in the form of stories/narrations about
some of the conceptual themes of the study. Participants were continually asked to
elaborate further on their statements with questions such as “tell me what happened”
and “and then what happened”. This helped to gain the meaning people attached to
their actions and inactions.

Twenty-four (24) individual interviews were conducted in the urban areas and 44 in
rural communities. More interviews were carried out in the rural communities to be
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able to distinguish between rural communities with CHPS compound and those
without CHPS compound. Table 6 depicts the number of in-depth interviews
conducted in the study areas. Eight (8) health officers including medical doctors,
pharmacists, community health officers, nurses, and public health officers were also
included. These officers were interviewed from Old Tafo Government Hospital (four
personnel including one senior nursing officer, one pharmacist, one disease prevention
and health promotion officer, and one physician who was also the medical
superintendent), two from Apemanim CHPS compound, and two from AmoamAkyiase CHPS compound. In-depth interviews were also conducted with community
leaders. Three political leaders (known popularly as assembly members) were
interviewed from Afrancho, Pankrono (urban), and Apemanim. Five traditional
leaders were also interviewed from Amoam-Akyiase, Afrancho, Krobo, Apemanim
and Tafo (Zongo, urban). Nonetheless, the process of gathering qualitative data was
guided by the principle of theoretical saturation (Crang & Cook, 2007)—the point
when no new or relevant knowledge emerged from further conversations/interviews.
The number of interviews for each category therefore increased or decreased
depending on the point saturation on the discussion topic.

Focus Group Discussions (FGD)
Six focus group interviews (Bryman, 2008; Kothari, 2004) were also conducted. Focus
group discussions help to understand contradictory views and to confirm the
information gathered through quantitative method. One group interview was
conducted at Apemanim, two group interviews at Afrancho, Two group interviews at
Amoam-Achiase, and lastly one at Tafo. Each session lasted about an hour and a half.
In rural areas, the discussions took place in classrooms or the porch of the local
assembly member/unit committee chairperson. In urban areas, the discussion was held
in the courtyard of one of the participants’ home. The sessions consisted on the average
of 4 to 5 ordinary adult residents and community leaders. Twenty-seven primary
participants (22 in rural areas and 5 in urban areas), took part in the 6 group interviews.
A proportionate number of males and females partook in the group discussion. In
groups of 4, there were an equal number of men and women, and in groups of 5, there
were least 2 of either sex in the group. Some of the participants had already taken part
in both the survey and qualitative interviews session. Sixteen people who participated
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in the individual in-depth interviews also participated in the FGD. Thus, 11 new
persons—consisting of four urban residents and seven rural residents, were recruited
to join the FGDs. This brought the total number of primary participants in both
individual in-depth interviews and the group interviews to 79. In all the group
discussions, one moderator who also tape-recorded the events was present in addition
to the lead investigator who witnessed the session and intermittently asked further
questions. Topics for discussions among others included key points gathered from
individual in-depth interviews regarding the influence of social capital on the
implementation and sustenance of CHPS concept. All the interviews were transcribed
verbatim in the shortest possible time (usually within 72 hours). One local language
expert verified the validity of the transcripts. Figure 13 summarises nature the
participants according to the various data gathering techniques, and the types and the
number of localities included the study.
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Urban areas

Rural areas

36 Communities/suburbs
2 Districts

6 Communities/suburbs
2 Districts

Quantitative: 413 interviews

Quantitative: 227 interviews

Qualitative
24 interviews
1 group interview (4 more
participants)
4 health officers
2 Community leaders

Qualitative
18 interviews
2 group interview (2 more
participants)
3 Community leaders

Rural communities Without CHPS
compound

Figure 13: Communities/Suburbs in the Study and the Number of participants

Quantitative: 139 interviews
Qualitative
26 Interviews
3 Group interviews (5 more
participants)
4 Health officers
3 Community leaders

Overall
5 Districts
44 Communities/Suburbs
Quantitative:
799 interviews
Qualitative:
68 Interviews
6 Group interviews (11
more participants)
8 Health officers
8 Community leaders

Rural communities with CHPS compound

2 Communities/suburbs
2 Districts

Source: Author’s Construct, November 2015

4.5 Criteria for Evaluating the Quality of Quantitative and Qualitative Methods
Measures were taken to ensure the quality and reliability of the research instruments
used for the study including Cronbach’s alpha method to determine the internal
consistency of the tools as has been shown. Exploratory and Confirmatory factor
analyses were also carried out where necessary to assure the convergent validity and
theoretical fit of models. The face-validity method was used to assess the construct
validity of all the instruments used in the study with the help of two scholars who are
familiar with the content of the study before the commencement of the data collection
(Bryman, 2008; Creswell, 2014).
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On the qualitative front, the study largely followed the recommendations by Lincoln
and Guba (1985) including ensuring credibility, dependability and transferability to
ensure sanity and trustworthiness of the research process and results. The researcher
committed to self-reflexivity through continuous consideration of his understanding—
including political and theoretical prejudices—and that of others of the subject matter
(Angen, 2000). A final activity involved an independent validation of the coding
procedure, themes, and interpretation of the findings. One social health researcher and
one sociology scholar assisted in that regard.

Moreover, with regards to mixed methods research, the majority of literature on
criteria for evaluating the quality of mixed methods focus on the correctness of the
study design in relation to the research problem (Hesse-Biber, 2010). This study
follows the right procedure in using mixed methods research. Firstly, the use of the
approach is stated and defined right from the beginning and further developed in this
chapter. Aside from that, the reasons and the steps involved in using this method has
also been stated as recommended by Creswell and Clark (2011) and Creswell (2014).

4.6 Data Analysis
The presentation and analysis of data are based on a conceptual framework for the
study (Figure 3). The qualitative data analysis was juxtaposed with significant
quantitative results. This helped to offer explanations to contradictory results emerging
from either of the research methods.

4.6.1 Unit of Analysis
The unit of analysis of the study was predominantly individuals—that is the micro
level. This is because the main health elements measured—health literacy and access
to health care as well as the health outcomes are predominantly individual level
attributes and was assessed based on individual level capabilities with references to
relevant household characteristics. However, as regards the qualitative aspects of the
study, elements of particularly social capital was discussed and examined in relation
to health, health literacy and access to healthcare. The discussion was based on
people’s experiences at micro (individual and household levels, e.g. bonding), meso
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(neighbourhoods) and macro (the community level, e.g., trust, civic participation,
linking social capital) levels.

4.6.2 Quantitative Data Analysis
Quantitative analysis was done using Statistical Package for Social Scientists Software
(SPSS version 21) (IBM Corp., 2013) and SPSS AMOS (Arbuckle, 2012). Unless
otherwise stated, all cases were included in the various analysis. Exploratory factors
analysis was used to assess the construct, divergent and convergent validity of the SASCAT and access to health care instruments in chapter 5. Moreover, the theoretical
fit of the data and the tools were also assessed using confirmatory factor analysis
(CFA). CFA helped to confirm the theoretical essence of the instruments (Access to
healthcare, S-FHL) and the data. The CFA was carried out using SPSS AMOS version
21 (Arbuckle, 2012). Internal consistency—using Cronbach’s alpha was conducted for
the health literacy and the access to health care instruments.

A range of descriptive analysis including percentages and sums, and univariate
analysis consisting of cross-tabulations were carried out to examine the sample and
establish the state of social capital, health literacy and access to healthcare and the
intermediate and distal health-related outcomes, health-related behaviours as well as
their associations (Pearson’s correlations) with each other and other sociodemographic
elements. One correlation analysis was carried out between social capital proxies and
health literacy, access to healthcare and sociodemographic variables. Another was
conducted to ascertain the correlates of the health-related outcomes and health-related
behaviours. Chi-square tests and independent sample tests were used to delineate
differences in social capital, health literacy, and access to health care, health outcomes,
among rural and urban people and other sociodemographic variables. All these are
presented in chapter five.

In chapter six, two-step multiple hierarchical regression analysis using SPSS was used
to ascertain the effect of social capital on health. A range of health outcomes consisting
of distal and intermediate measures were used as dependent variables. These included
health-related quality of life (HRQoL), satisfaction with life and well-being (wellbeing), physical health, and use of emergency room or curative services. The
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sociodemographic and economic and health-related correlates of each of the respective
health outcomes as identified in chapter 5 were controlled in the first step of the model.
All the social capital proxies were simultaneously ‘entered’ in step two of the model
to control for the effect of each of the social capital proxies as well as the
sociodemographic, economic and health related variables. For issues of
multicollinearity (Criteria: VIF < 10 and Tolerance > 0.3) (Field, 2013), group
membership was eliminated from the models. The variable, aggregate support from all
individuals was however, omitted from all models except for that of ‘well-being’ for
the same reason. The analysis was conducted each for rural, urban and the overall
population.

In a further analysis, mediation analysis (Hayes, 2013) using SPSS AMOS was used
to explore the mechanism through which social capital impacts on health. Six social
capital proxies including bonding, bridging and linking social capital as well as group
support, cognitive social capital, and citizenry/civic participation were included in the
model. Again, the aggregate individual support and group membership were excluded
due to issues of multicollinearity as these variables correlated highly with others. The
three types of social capital —bonding, bridging and linking —only showed weak
correlations which demonstrated that they measured different aspects of social capital
(see table 10). Four health-related behaviours were tested as mediators including
behaviours relating to alcohol use, exercising, routine body check-up, and smoking in
four separate models. The models were each controlled for population group (rural or
urban), income, age, sex, education, social and economic status, household size and
employment status and other correlates of each health-related behaviour (see appendix
13). All variables in the models including the control variables were standardised to
reduce multicollinearity and to improve the accuracy of the results. The model
employed the maximum likelihood estimation method using 5000 bootstrap samples
with bias corrected interval of 95%. All six health-related outcome variables under
consideration were used. In constructing the structural models, variables that showed
weak regression coefficients/estimates (relationships with regression weights less than
0.01) were removed to ensure a robust model by increasing the degrees of freedom.

125

With routine body checkup as a mediator, three health outcome variables (health
status, well-being, and use of emergency room services) and four social capital proxies
(bridging, linking, group support and citizenry/civic participation) were considered
relevant after deleting the weak relationships (see appendix 14). When ‘exercise’ was
used as a mediator, all six initial social capital proxies and all six health outcome
variables except HRQoL were retained in the final model (see appendix 14). Finally,
when smoking was used as a mediator, four social capital variables namely bonding
social capital, bridging social capital, group support and civic participation were
retained while only well-being was deleted from the health outcome variables (see
appendix 14). A post hoc analysis (Soper, 2016), was conducted for all the analysis to
ensure that the models had enough power to elicit the results observed. The findings
indicated that the model had enough to elicit a robust outcome power (all results were
above the acceptable power level of 0.8) (Cohen et al., 2013; Soper, 2016).

Chapters 7 and 8 were each in two sections. The first parts were geared towards
establishing a predictive relationship between health literacy and health and access to
healthcare and health respectively. Two-step multiple hierarchical regression models
using the enter method was used to ascertain the relationship between health literacy
in chapter 7. The same approach was used to assess the relationship between access to
healthcare and health-related outcomes in chapter 8 in a two-step hierarchical
regression models. In chapter 7, two intermediate (rate of hospitalisation and
emergency room visits) and three distal health outcomes (self-rated health status,
HRQoL and satisfaction with life and well-being) health-related outcomes were used,
to give a balanced perspective. The summated version of health literacy was used as
an independent variable. Nonethless, to demonstrate its effect on health and well-being
(self-rated health status, use of emergency room services, physical health, and wellbeing) meticulously, the model included all of the dimensions of healthcare access
including availability, accessibility, affordability, acceptability, and accommodation
in chapter 8. The analyses were conducted each for rural, urban and the overall
population to have a comparative analysis between the two groups. Just as in chapter
6, the sociodemographic and economic and health-related correlates of each of the
respective health outcomes as identified in chapter 5 were controlled in the first step
of the model.
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The second parts of chapters 7 and 8 sought to test the hypothesis that health
literacy/access to healthcare affect health if social capital is high. Three health-related
outcomes were used for further exploration in chapter 7 including HRQoL, self-rated
health and use of emergency room services. In chapter 8, participants’ well-being,
patterns of use of emergency room services and self-rated health status were
considered as outcome variables. These three outcome variables make way for
examining the influence of social capital on the extent of influence of healthcare access
on varying outcomes ranging from general life well-being, specific health status and
health service use (whose relationship to healthcare access is yet in doubt).

Series of interaction analyses were carried out in a three-step multiple hierarchical
regression analysis. The aim was to find whether social capital influenced the
relationships between access to healthcare and health [outcomes] and that between
health literacy and health [outcomes]. One model using health literacy was constructed
for chapter 7 and one (access to healthcare) for chapter 8. All the variables including
the control variables were standardised before including them in the models to ensure
the accuracy of models and address potential collinearity problems. Collinearity tests
indicated that multicollinearity was not a concern for any of the models in both
chapters (Criteria: VIF < 10 and Tolerance > 0.3) (Field, 2013). The first step consisted
of the control variables. The control variables consisted of the commonest
sociodemographic correlates of the respective health outcomes as gathered from
results in chapter 5. These included the population group (rural or urban people),
income, age, sex, education, social and economic status, household size and
employment status. The second step consisted of the independent dimensions—either
health literacy or Access to healthcare—treated here as continuous variable composed
of the sum of all variables—, and the moderators—the social capital proxies (Group
support, bonding, bridging, linking, citizenry participation and cognitive). Aggregate
individual support and group membership were eliminated from the model due to
multicollinearity. The third step consisted of the interaction variables. The interaction
variables consisted of either health literacy or access to healthcare multiplied by each
of the social capital proxies for the respective models to make six interaction terms.
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Further to the hierarchical regression, simple slopes analysis (using the unstandardized
coefficient of each variable involved) (Dawson, 2014), were each constructed on the
significant interaction effects to ascertain the level of the moderator where the effect
of either health literacy or access to healthcare on the respective health outcomes was
significant. To ensure robust results, the confidence level of significance was set at
95%. Each moderator (the respective significant social capital elements) was evaluated
at its high level (one standard deviation above the mean) and low-level (one standard
deviation below the mean). A constant of 3 was used for each of the simple slope
diagrams. The constant, affects neither the results nor its interpretation. The figure was
chosen only helped to project a better diagram (aesthetic wise) (Dawson, 2014; Gaskin,
2016).

Analysing the Sociodemographic Data
The ages of respondents were grouped into five categories. These included those who
were 18-24 years, 25-34 years, 35-44 years, 45-59 years, 60 or more years. These
categories represented various points of maturity from young adults (18 to 34 years)
to older adults (35 to 59 years) and the elderly (60+). Sex was categorised as male and
females. Length of stay in current community/neighbourhood/town was arbitrary
categorised as 1 to 5 years, 6 to 10 years, 11 to 15 years, 16 to 20 years and 21 or more
years stay at the current location. This was done to capture the mean years of stay.
Other demographic variables included income (measured in Ghana Cedis, GH¢) from:
<200, 200 to 500, 500-1000 and 1000 or more. Marital status was categorised as
married (those married and those living together as married), previously married—
divorced, separated and widowed, and single/never married. Employment status was
broadly classified as employed (full-time employee, part-time employee and selfemployed)

and

unemployed

(students

and

apprentices,

pensioners,

housewives/homemakers). Self-perceived social status and economic status about a
person’s household were categorised arbitrarily into three groups namely: low = 1-4,
medium = 5-7, high = 8-10. Household size was grouped into six namely; less than 1,
2,3 4, 5, and 6 or more.
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4.6.3 Qualitative Data Analysis
The qualitative part leaned towards the interpretivist and subjectivist epistemology—
the idea, that what we can know of reality is socially constructed through our
intersubjective experiences within the lived world. The study emphasized the
participants’ perspective of the research objectives. Analysis of the qualitative data
began with coding or indexing of the responses in two stages. The analysis thus
consisted of posteriori inductive approach (Angen, 2000; Bryman, 2012).

The first stage of consisted of an open coding (Bryman, 2012; Crang & Cook, 2007).
Following best practices (Bryman, 2012; Corbin & Strauss, 2008), the processes began
with a thorough examination of every sentence in the transcripts. The transcripts were
initially broken down into broad concepts inspired by elements in the theoretical
framework (page 59) as well as a brainstorming approach to appreciating potentials
and possibilities contained in the data. The transcripts were coded according to
elements/proxies/dimensions of the three main concepts used in the study. The
elements were as follows: health literacy (disease prevention, health promotion, and
healthcare), social capital (cognitive, civic participation, group membership/support,
bonding, bridging, and linking), and access to health care (availability, accessibility,
affordability, accommodation and acceptability). This was done to associate the
qualitative findings to the respective significant statistical results. Subsequently,
categories (and sub-categories) were created for each of the broad concepts and
elements that were identified in the initial activity. Key statements and narratives by
the participants were annotated with abbreviations of the various conceptual elements
and new categories that were generated. For example, a statement relating to cognitive
social capital was annotated as CSC.

In the second stage of coding (axial coding) (Bryman, 2012), the categories and subcategories under each of the broad concepts were put together to draw connections and
consequences between them. For example, each of the elements of social capital was
juxtaposed against the elements of health literacy and access to health care.
Subsequently, the influence of the social capital elements on health and well-being
was categorised into negative and positive effects. Because of the axial coding, new
categories were formed which drew the process closer the study’s objectives.
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The actual analyses of data was done by two approaches namely: thematic analysis
and narrative analysis (Bryman, 2008). In the thematic analysis, themes were derived
from the categories/sub-categories. The themes were deduced through theory-related
materials (Bryman, 2012). The theoretical framework of the study including the key
variable of the concepts therein informed the themes. Other criteria used in fashioning
the themes included: similarities and differences in the categories and repetitive
categories. Nonetheless, new knowledge emerging outside the theoretical materials
were projected as core categories or new themes (Bryman, 2012), for further
exploration and presentation. At the end of the process, the themes were compared.
Some of them were merged while others were removed depending on their relevance
to the study.
The narrative part of the analysis consisted of analysis and discussions of participants’
stories and experiences on the discussions points and the meanings they attached to
these stories (Bryman, 2012). However, the stories provided by participants were put
in context to examine the statements critically. The narrations were thus used to
support or contrast the findings from the thematic analysis to ensure a balanced
argument for each observation. The entire analysis process was made less rigid by
continuously reconstructing and interpreting responses imaginatively and reflexively
based on experiences from the field, literature, and theories as Coffey and Atkinson
(1996) suggest. Some of the recorded tapes were played back during the analysis to
recapture the emotional and interpersonal sensations from the field.

4.7 Ethical Considerations and Approval
Matters relating to ethics in social research are in recognition of the fact that the
subjects of social research (people) have rights (such as the right to privacy) and
feelings (Monette et al., 2008). For this reason, Participants were asked to give their
consent to partake in the study by either signing an informed consent form or verbally
agreeing to partake in the study after the study protocol was discussed with them
thoroughly. The statement of consent (see appendix 6) also sought to explain the
purpose and process of study. Clearance was requested from the respective districts
where the study was conducted (see Appendix 7). An ethical validation process guided
the qualitative part of the study. The validation was in accordance with the call for
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researchers to “do everything we can to see to it that the debate is fair, that no one’s
voice is excluded or demeaned, and that the vested interests of the powerful, who
usually end up having their way, are restrained” (Caputo, 1987, p. 260).

The study thus conforms to the principles set forth by the Council for International
Organizations of Medical Sciences (CIOMS), regarding the guidelines for healthrelated research involving humans (CIOMS, 2016). Moreover, the Committee on
Human Research Publication, and Ethics (CHRPE) of School of Medical Sciences,
Kwame Nkrumah University of Science and Technology and Komfo Anokye
Teaching Hospital, Kumasi, Ghana, (CHRPE/AP/345/15) therefore approved the
study on its ethical and academic merits (see appendix 7). Furthermore, the Lingnan
University Research Ethics Committee also approved the study.

4.8 Secondary Data
As part of the fieldwork, secondary data (Kothari, 2004) was gathered. The secondary
data consisted of district profiles regarding reports on sociodemographic
characteristics and availability and location of health facilities and services. These
documents were requested from all the five districts involved in the study upon
permission from the Ashanti regional health directorate. Other secondary documents
included grey literature and materials from the internet—web pages of newspapers and
governmental and non-governmental websites.

4.9 Limitations of Field Study
A plethora of challenges constrained the data collection process. The fieldwork was
undertaken from June 2015 to October 2015. Despite the time limitation, cumbersome
bureaucratic process meted further strains on the fieldwork duration. Acquisition of
ethical clearance and approval from the Ashanti Regional Health Directorate took
longer than expected. This left an even shorter period for the pretesting and actual data
collection phases of the fieldwork. Some activities had to be compressed and hastily
undertaken. Furthermore, acquisition of interview dates with some key informants
including medical professionals and community leaders was also an arduous to arrange
as their schedules kept changing. More workforce was therefore sourced to hasten the
activities while not compromising on the quality of the work.
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CHAPTER 5
DESCRIPTIVE ANALYSES
5.0 Introduction
This chapter provides a descriptive overview of the study population. Qualitative and
quantitative results are presented concurrently. The chapter depicts the state of social
capital (SC), and proportions of different health literacy and access to healthcare levels
among the two populations groups of interest. The chapter tests the preliminary
hypothesis that social capital is more pronounced among rural residents. Further to
these, it also explores the relationship between social capital, access to healthcare and
health literacy (HL) and some sociodemographic characteristics. The state and
correlates of some health outcomes and health-related behaviours are also examined.
The chapter ends with a discussion of the preliminary observations.

5.1 Description of Sample
Seven hundred and seventy-nine adults participated in the quantitative part of the study
with 53% urban residents and 47% rural residents. According to Table 7, the two
population groups significantly varied regarding gender, age, educational attainment,
length of stay in a given vicinity, income disparities, marital status, household social
and economic status, employment status, and sector of occupation as well as household
size.

Table 7: Profile of Study Population
Characteristic
Sex
Male
Female
Age
18-24
25-34
35-44
45-59
60+
Educational
Attainment
Never been to school
Primary school
JHS
SHS
Tertiary Level
Marital Status
Married

Urban
N (413)
53%

Rural
N(366)
47%

P-value

Total
N (779)
%

.036
207
206

50.1
49.9

156
210

42.6
57.4

113
122
84
63
31

27.4
29.5
20.3
15.3
7.5

77
113
85
54
37

21.0
30.9
23.2
14.8
10.1

363
416

46.6
53.4

190
235
169
117
68

24.4
30.2
21.7
15.0
8.7

55
117
304
237
66

7.1
15.0
39.0
30.4
8.5

350

44.9

.233

.000
17
51
127
163
55

4.1
12.3
30.8
39.5
7.1

38
66
177
77
11

10.4
18.0
48.4
20.2
3.0

146

35.4

204

55.7

.000
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Characteristic
Previously married
Never married/single
Household Size
1
2
3
4
5
6+
Employment Status
Employee
Self employed
Unemployed
Occupational Sector
Service
Commerce/trading
Agriculture
Industrial work
Monthly Income a
<200 GH¢
200-500 GH¢
500-1000 GH¢
1000+ GH¢
Length of Stay in
Current
Community
1-5 years
6-10 years
11-15 years
16-20 years
21+ years
Health Insurance
Yes
No
Social Status
Low
medium
High
Economic Status
Low
medium
High

Urban
N (413)
53%
40
9.7
227
55.0

Rural
N(366)
47%
43
11.7
119
32.5

15
35
55
86
112
110

3.6
8.5
13.3
20.8
27.1
26.6

13
32
40
56
77
148

3.6
8.7
10.9
15.3
21.0
40.4

111
159
143

26.9
38.8
34.6

32
241
93

8.7
65.8
25.4

86
159
2
23

31.9
58.9
1.3
8.5

23
91
147
12

8.4
33.3
53.8
4.4

53
92
57
36

22.3
38.7
23.9
15.1

170
55
9
6

70.8
22.9
3.8
2.5

P-value

Total
N (779)
%
83
10.7
346
44.4

.003
28
67
95
142
189
258

3.6
8.6
12.2
18.2
24.3
33.1

143
400
236

18.4
51.3
30.3

109
250
149
35

20.1
46.0
27.4
6.4

223
147
66
42

46.7
30.8
13.8
8.8

176
115
92
116
277

22.7
14.8
11.9
14.9
35.7

469
310

60.2
39.8

267
324
188

34.3
41.6
24.1

344
322
113

44.2
41.3
14.5

.000

.000

.000

.000

127
72
62
61
88

31.0
17.6
15.1
14.9
21.5

49
43
30
55
189

13.4
11.7
8.2
15.0
51.0

272
141

65.9
34.1

197
169

53.3
46.2

104
187
122

25.2
45.3
29.5

163
137
66

44.5
37.4
18.0

139
194
80

33.7
47.0
19.4

205
128
33

56.0
35.0
9.0

.001

.000

.000

N = frequency. a1US$ = GH¢ 3.8. Some categories have missing or inapplicable cases. All significant values are
based on Chi-square tests except for income, age, household sizes, and length of stay which are based on
independent sample t-test

In the qualitative part, the majority of participants were females (53%). The dominant
age group was those between the ages of 25-44 years. Consistent with the quantitative
aspect, the majority of participants had junior high school as their highest educational
attainment as shown in table 8.
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Table 8: General Characteristics of Participants in the Qualitative Study
Characteristic

Urban
(N= 28)
Frequency Percentage

Sex
Male
13
46.43
Female
15
53.57
Age
18-24
5
17.85
25-34
8
28.57
35-44
8
28.57
45-59
3
10.71
60+
4
14.29
Educational
Attainment
Never been to
4
14.29
school
Primary school
7
25
JHS
10
35.71
SHS
4
14.29
Tertiary Level
3
10.71
Total
28
100
Source: Author’s Construct, September 2015

Rural
(N=51)
Frequency Percentage

Overall
(N= 79)
Frequency Percentage

24
27

47.06
52.94

37
42

46.84
53.16

7
14
12
12
6

13.72
27.45
23.53
23.53
11.76

12
22
20
15
10

15.19
27.85
25.32
18.99
12.65

12

23.53

16

20.25

12
14
9
4
51

23.53
27.45
17.65
7.84
100

19
24
13
7
79

24.05
30.38
16.46
8.86
100

5.2 Social Capital: Results from the S-ASCAT Instrument
Exploratory factor analysis was carried out to assess the discriminant and convergent
validity of the S-ASCAT tool instrument. The principal component extraction method
using the Varimax rotation technique produced four factors with eigenvalues ≥ 1,
which explained 62.9% of the variance in social capital. The rotated matrix is shown
in appendix 8. The analyses shows an adequate discriminant validity of the four
hypothesised latent components social capital. The findings from the qualitative data
buttressed the validity of the quantitative results.

5.2.1 Structural Social capital: Group membership and Support from Individuals
Structural social capital between rural and urban people was different but not
astronomical on some levels. Urban dwellers joined more associations with the
majority of them joining 3 or more groups with religious groups being the most
predominant. However, rural residents also indulged actively in religious activities:
“…Many of us are Christians. There used to be only Roman [Catholic church]
and Pentecost Church here, but now there are two of the one-man churches
[churches initiated and managed by one person] here. …There are other
groups here. … However, only a few people join the other groups. Many of us
go to church only…” (Comfort, 48 years, Apemanim, rural).
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Other common associations among both populations included occupational groups,
youth groups, sports groups and other welfare groups—e.g. education-based and
financial safety-net groups—were more pronounced among urban residents.
Consequently, urban dwellers received more support (on the average and in percentage
terms) compared to rural populations (see table 9).

Almost everyone (see table 9) had enjoyed support from individual members of their
social networks although rural residents enjoyed more support than urban people.
Bonding social capital, in particular, was rife among rural populations and played an
active part in everyday lives as exemplified below:
“The members of this community are very united…We all know
ourselves…You know, many of us belong to the same clan, so we live like a
family. …We are humans, so one or two people have dispute
sometimes…Nevertheless, in general, we live in peace” (Abena, 55 years,
Afrancho, rural).
However, a different picture emerged regarding bridging and linking social capital.
Residents of rural communities had comparatively fewer support from these forms of
relationships as shown in table 9. In urban areas, bridging social capital often entailed
connections with people in other suburban communities, links to people of different
religious and ethnic backgrounds and relationships with friends of their buddies.

Vertical or linking social capital in rural areas was expressed in terms of relationships
with people in various traditional (chiefs and sub-chiefs, community elders and
opinion leaders) and local political leadership roles (unit committee chairpersons or
district assembly representatives) and in some places, relationships with health and
educational personnel at both local and district levels. Linking social capital in rural
areas was thus limited to local leaders as can be gleaned from the statement by one

civil servant:
“....I live at Foase (district capital)…Under normal circumstance, I should be
living here (Afrancho, a village) but you can see, it is will be very difficult to
live here permanently. ...Even bread is hard to find sometimes. ...You have to
go to Foase or Kumasi for everything. Almost all my colleagues live
elsewhere” (Female teacher at Afrancho)
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Urban dwellers showed fewer connections to traditional and localised political leaders
but stronger and more relationships with many public and private institutions and
professionals—including health and education professionals.

Table 9: Results of Social Capital: S-ASCAT Instrument
Social Capital Proxy
Group membership
Number of Groups

Mean (SD)
Support from groups

Mean (SD)
Support from
individuals
Bonding

Coding

0
1
2
3+

Mean (SD)
Citizenry/Civic
Participation
Joined with other
neighbours to address
community problems

Talked to authorities
about a problem
None

Total
N (%)

.001
.000
.039
.000
.001
.000
.000
.001
.000

44 (5.6)
165 21.2)
203 (26.1)
367 (47.1)
2.79 (1.84)
126 (16.2)
244(31.3)
169(21.7)
240(30.8)

2.45 (1.79)

1.61 (1.56)

.000

20.60 (1.74)

29(7.0)
143(34.6)
76(18.4)
165(40.0)
2.23 (1.46)
77(18.6)
121(29.3)
94(22.8)
49(11.9)
1.93 (1.61)
142 (34.4)
196(47.5)
57(13.8)
18(4.4)

2(0.5)
42.(11.5)
88(24.0)
234(63.9)
3.45 (1.91)
107(29.2)
163(44.5)
47(12.8)
21(5.7)
1.22 (1.27)
181 (49.5)
144(39.3)
28(7.7)
13(3.6)

.000
.000
.054
.000
.000
.001
.000
.000
.003
.000
.000
.023
.006
.566

31(4.0)
185(23.7)
164(21.1)
399(51.2)
2.80 (1.79)
184(23.6)
284(36.5)
141(18.1)
70(9.0)
1.60(1.50)
323(41.5)
340(43.6)
85(10.9)
31(4.0)

0
1
2
3+

0.92 (0.95)
2 (0.5)
26 (6.3)
48 (11.6)
337(81.6)
5.09 (2.94)

0.67 (0.83)
1(.03)
13 (3.6)
34(9.3)
218(86.9)
5.34 (2.86)

.000
.635
.080
.290
.000
.233 t

0.80(0.91)
3(0.4)
39(5.0)
82(10.5)
655(83.8)
5.21(2.91)

Yes
No

147(35.7)
265(64.3)

202(55.3)
163(44.7)

.000

349(44.9)
428(55.1)

Yes
No

95(23.0)
318(77.0)
218 (52.9)
194(47.1)
0.59 (0.69)

154(42.2)
211(57.8)
111(30.4)
254(69.6)
0.98 (0.76)

.000

249(32.0)
529(68.0)
329(42.3)
448(57.7)
0.77 (0.75)

0
1
2
3+

0
1
2
3+

Mean (SD)

Mean (SD)
All support from
individuals

P-value

31 (8.5)
115 (31.4)
108 (29.5)
112 (30.6)
2.28 (1.80)
72 (19.7)
163(44.5)
60 (16.4)
71(19.4)

0
1
2
3+

Linking

Rural
N (%)

13 (3.1)
50 (12.1)
95 (23.0)
255 (61.7)
3.2 (1.75)
54 (13.1)
81(19.6)
109(26.4)
169(40.9)

Mean (SD)
Bridging

Urban
N (%)

0
1
2
3+

Some
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.000
.000
.000

Social Capital Proxy
Mean
(SD)
Cognitive social
capital
Community
harmony
Sense of
belonging

Coding

Urban
N (%)

Rural
N (%)

P-value

Total
N (%)

317 (76.8)
319 (77.2)
143 (34.6)
129(31.2)

301 (82.2)
299 (81.7)
262 (71.6)
170 (46.4)

.059
.125
.000
.000

618 (79.3)
618 (79.3)
405 (52.0)
299 (38.4)

260(63.0)
98(23.7)
55(13.3)
2.20 (1.09)

121 (31.8)
157 (42.9)
88(24.0)
2.82 (0.91)

.000
.000
.000
.000

381(48.9)
255 (32.7)
143(18.4)
2.49 (1.05)

Trust
Sense of
fairness
Composite Score
1-2 = Low
3= Medium
4= High
Mean (SD)

Significant tests for mean values are based on independent sample t-test whereas frequencies are based on
Pearson’s Chi-square tests. Some values may not add up to 779 due to missing values

Civic participation was dominant among rural people as compared to urban dwellers
judging from the two indicators in table 9. Rural residents, for instance, engaged more
in developmental conversations with their community leaders compared to urbanites
as this description of urban livelihoods indicated:
“There is peace in this neighbourhood. ...There are no quarrels here…
Everyone is busy. I scarcely talk to even my neighbours because I mostly leave
the house at dawn and return late in the evening to have dinner and sleep. I do
not even see my housemates most of the times” (Hawa, 51 years, Asawase,
urban).
Urban dwellers were, therefore, more inclined to their economic lives as opposed to
the development of their neighbourhoods or suburbs.

5.2.2 Cognitive Social Capital
Cognitive social capital was low among urban residents (table 9). However, the main
contributory factor was low level of trust and low sense of fairness among urban
inhabitants. Rural folks harboured the fear of being taken advantage of by neighbours,
workmates and even friends and family although not as much among urban residents
owing to reasons including religious convictions:
“I cannot trust human beings no matter what. Even for your family or your
wife, the trust is mostly minimised. The stories of Samson and Jesus’ betrayal
in the [Christian] Bible are there to warn us and help us to be cautious about
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the people we trust. …So I am always careful about the people I engage with
and the type of conversation I join (Omar, 49 years, Nhyiaeso, urban)
Nevertheless, the rural people did not necessarily have unaltered cognitive social
capital. Indeed, some rural residents showed more caution in interacting with members
of their communities and even their families:
“I do not trust people in this community. People have forsaken truth in
everything. …There are quarrels between some families. …The youth also
indulge in deviant behaviours. They smoke marijuana and abuse alcohol. You
cannot trust people like that. …They can harm you without regard” (Sadat, 65
years, Krobo, rural)
5.3 Health Literacy (HL)
The Swedish Functional Health Literacy scale (S-FHL) showed a good internal
consistency with Cronbach’s alpha of .87 and a Split-half Spearman-Brown coefficient
of .86. Confirmatory factor analysis (see appendix 9 for the latent CFA model of the
scale) moreover affirmed the fit of the data to the theoretical hypothesis of the S-FHL
scale. The CFA goodness of fit indices scale were as follows: CMIN/DF (1.05), GFI
(1.00), AGFI (0.99), NFI (1.00), RFI (0.99), IFI (1.00), TLI (1.00), CFI (1.00), and
RMSEA (0.01). The state of health literacy was low. It is especially low for females,
older populations, people with no religion, low educated groups, and low-income
groups. Among the population group of interest, the situation was worse in rural
settings where over half of the adult population were classified as having inadequate
health literacy (see table 10). The state of health literacy was therefore inconsistent
among different groups. Experiences shared by some participants depicted this:
“…Yes, …I can say that about 50% of the people that use this facility (CHPS)
have no idea at all about their ailment or what caused it. …Some are not even
able to elaborate on the symptoms of their illness. It takes a long time to
diagnose such patients to offer the right treatment. …Explaining the
instructions for their medications is also another problem. Some of them can
return after a day for a repeat of the instructions …” (Medical officer, AmoamAchiase, rural)
Health literacy was even suspicious among educated people as one health personnel
recounted the ordeal of a patient:
“A student [tertiary level student] once reported of vaginal candidiasis, so the
doctor prescribed ciprofloxacin for her. On her next visit, she reported the
same condition. …She was given the same drug. Therefore, she complained
that the drug was not effective. …Upon further inquiries, I discovered that she
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was rather inserting the ciprofloxacin into her vagina instead of taking it
orally” (Medical officer 2, urban)
Low HL was however not limited to direct health care alone. Knowledge of the health
system was also limited as one health personnel elaborated on patients’ experience of
one of the local health insurance scheme:
“…The NHIS capitation system is one of our major challenges now with
patients. Most of them are not aware of the new changes and the consequences
of the changes on their healthcare options. …Many of them regularly confront
us about the amounts they have to pay for their drugs. ...Usually, they do not
understand why on one occasion they have certain drugs free, and on other
times, they have to pay for the same drugs. A lot has changed with the NHIS,
but they do not know.” (Medical officer 3, urban)
Information gap was therefore apparent among patients and even the general
population regarding operations of the health system.
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Table 10: Proportions of Different Health Literacy and Access to Healthcare Levels by Socio-Demographic Variables
Characteristic

Sex
Male
Female
Age
18-24
25-34
35-44
45-59
60+
Context/People
Rural
Urban
Ethnicity
Asantes
Other Akan
Ewe
Ga-Adangbe
Northern tribes
Religion
Christianity
Islam
Traditional
No Religion

Inadequate
HL
N (%)
319 (40.9)

Health Literacy
Problematic Sufficient
HL
HL
N (%)
N (%)
205 (26.3)
255 (32.7)

Pvalue

Low
Healthcare
Access
N (%)
189 (24.3)

Access to Healthcare
Moderate
High
Healthcare
Healthcare
Access
Access
N (%)
N (%)
253 (32.5)
337(43.2)

84 (23.1)
105 (25.2)

115 (31.7)
138 (33.2)

164 (45.2)
173 (41.6)

40 (21.1)
65 (27.7)
39 (23.1)
33 (34.2)
12 (17.6)

64 (33.7)
67 (28.5)
58 (34.3)
44 (37.6)
20 (29.4)

86 (45.3)
103 (43.8)
72 (42.6)
40 (28.2)
36 (52.9)

.044
137 (37.7)
182 (43.8)

91 (26.3)
114 (27.4)

135 (32.7)
120 (28.8)

29 (15.3)
72 (30.6)
86 (50.9)
78 (66.7)
54 (79.4)

70 (36.8)
70 (29.8)
37 (26.3)
22 (18.8)
6 (8.8)

91 (47.9)
93 (32.7)
46 (32.7)
17 (14.5)
8 (11.8)
80 (21.9)
175 (42.4)

139 (25.9)
33 (32.4)
6 (21.4)
2 (22.2)
25 (24.0)

168 (31.3)
36 (35.3)
12 (42.9)
3 (33.3)
36 (34.6)

258 (39.9)
41 (45.6)
7 (43.8)
13 (48.1)

172 (26.6)
19 (21.1)
4 (25.0)
10 (37.0)

216 (33.4)
30 (33.3)
5 (31.3)
4 (14.8)

113 (30.9)
76 (18.4)

137 (37.4)
116 (28.1)

116 (31.7)
221 (53.5)

366 (47.0)
413 (53.0)
.103

141 (26.3)
20 (19.6)
6 (21.4)
3 (33.3)
19 (18.3 )

183 (34.1)
33 (32.4)
8 (28.6)
3 (33.3)
26 (25.0)

212 (39.6)
49 (48.0)
14 (50.0)
3 (33.3)
59 (56.7)

161 (24.9)
15 (16.7)
7 (43.8)
6 (22.2)

213 (33.0)
27 (30.0)
5 (31.3)
8 (29.6)

272 (42.1)
48 (53.3)
4 (25.0)
13 (48.1)

.434
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190 (24.4)
235 (30.2)
169 (21.7)
117 (15.0)
68 (8.7)
.000

.654
229 (42.7)
33 (32.4)
10 (35.7)
4 (44.4)
43 (41.3)

363 (46.6)
416 (53.4)
.406

.000
88 (24.9)
117 (28.3)

Total
(N=779)

.588

.001

198 (54.1)
121 (29.3)

P- value

536 (68.8)
102 (13.1)
28 (3.6)
9 (1.2)
104 (13.4)
.186
644 (82.7)
92 (11.8)
16 (2.1)
27 (3.5)

Characteristic

Educational
Attainment
Never been to
school
Primary school
JHS
SHS
Tertiary Level
Self-rated
literacy
Yes
No
Marital Status
Married

Inadequate
HL
N (%)
319 (40.9)

Health Literacy
Problematic Sufficient
HL
HL
N (%)
N (%)
205 (26.3)
255 (32.7)

Pvalue

Low
Healthcare
Access
N (%)
189 (24.3)

Access to Healthcare
Moderate
High
Healthcare
Healthcare
Access
Access
N (%)
N (%)
253 (32.5)
337(43.2)

.000

P- value

Total
(N=779)

.000

53 (96.4)

2 (3.6)

0 (0)

18 (32.7)

18 (32.7)

19 (34.5)

55 (7.1)

106 (90.6)
156 (51.3)
4 (1.7)
0 (0)

8 (6.8)
125 (41.1)
62 (26.2)
8 (12.1)

3 (2.6)
23 (7.6)
171 (72.2)
58 (87.9)

26 (13.8)
93 (30.6)
47 (19.8)
5 (7.6)

48 (41.0)
108 (35.5)
62 (26.2)
17 (25.8)

43 (36.8)
103 (33.9)
128 (54.0)
44 (66.7)

117 (15.0)
304 (39.0)
237 (30.4)
66 (8.5)

106 (21.0)
83 (30.2)

147 (29.2)
106 (38.5)

251 (49.8)
86 (31.3)

504 (64.7)
275 (35.3)

.000
113 (22.4)
206 (74.9)

153 (30.4)
52 (18.9)

238 (47.2)
17 (6.2)

185 (52.9)

81 (23.1)

84 (24.0)

83 (23.7)

117 (33.4)

150 (44.5)

350 (44.9)

Previously
married
Never
married/single
Household Size

57 (68.7)

12 (26.3)

14 (16.9)

21 (25.3)

29 (34.9)

33 (39.8)

83 (10.7)

77 (22.3)

112 (32.4)

157 (45.4)

85 (24.6)

107 (30.9)

154 (44.5)

346 (44.4)

1
2
3
4
5
6+

5 (17.9)
25 (37.3)
36 (37.9)
52 (36.6)
72 (38.1)
129 (50.0)

.000

.701

.149
8 (.28.6)
17 (25.4)
29 (30.5)
40 (28.2)
55 (29.1)
56 (21.7)

15 (53.6)
25 (37.3)
30 (31.6)
50 (35.2)
62 (32.8)
73 (28.3)

.68
5 (17.9)
20 (29.9)
18 (18.9)
35 (24.6)
43 (22.8)
68 (26.4)
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10 (35.7)
15 (22.4)
38 (40.0)
48 (33.8)
58 (30.7)
84 (32.6)

13 (46.4)
32 (47.8)
39 (41.1)
59 (41.5)
88 (46.6)
106 (41.1)

28 (3.6)
67 (8.6)
95 (12.2)
142 (18.2)
189 (24.3)
258 (33.1)

Characteristic

Employment
Status
Employee
Self employed
Unemployed
Monthly
Income a
<200 GH¢
200-500 GH¢
500-1000 GH¢
1000+ GH¢
Length of Stay
in Current
Community
1-5 years
6-10 years
11-15 years
16-20 years
21+ years
Social Status
Low
medium
High
Economic
Status
Low

Inadequate
HL
N (%)
319 (40.9)

Health Literacy
Problematic Sufficient
HL
HL
N (%)
N (%)
205 (26.3)
255 (32.7)

Pvalue

Low
Healthcare
Access
N (%)
189 (24.3)

Access to Healthcare
Moderate
High
Healthcare
Healthcare
Access
Access
N (%)
N (%)
253 (32.5)
337(43.2)

.000
34 (123.8)
214 (53.5)

40 (28.0)
102 (25.5)

69 (48.3)
84 (21.0)

71 (30.1)

63 (26.7)

102 (43.2)

61 (25.8)
36 (22.6)
21 (30.0)
8 (19.0)

42 (17.8)
58 (36.5)
26 (37.1)
22 (52.4)

50 (28.4)
42 (36.5)
30 (32.6)
39 (33.6)
157 (56.7)

56 (31.8)
27 (23.5)
23 (25.0)
40 (34.5)
59 (21.3)

70 (39.8)
46 (40.0)
39 (42.4)
37 (31.9)
61 (22.0)

117 (43.8)
134 (41.4)
68 (36.2)

82 (30.7)
72 (22.2)
51 (27.1)

68 (25.5)
118 (36.4)
69 (36.7)

22 (15.4)
119 (29.8)

44 (30.8)
139 (34.8)

77 (53.8)
142 (35.5)

48 (20.3)

70 (29.7)

118 (50.0)

75 (31.8)
30 (18.9)
14 (20.0)
9 (21.4)

87 (36.9)
51 (32.1)
18 (25.7)
10 (23.8)

74 (31.4)
78 (36.6)
38 (54.3)
23 (54.8)

32 (18.2)
25 (21.7)
14 (15.2)
27 (23.3)
91 (32.9)

51 (29.0)
34 (29.6)
30 (32.6)
40 (34.5)
97 (35.0)

93 (27.8)
56 (48.7)
48 (52.2)
49 (42.2)
89 (32.1)

91 (34.1)
61 (18.8)
37 (19.7)

80 (30.0)
110 (34.0)
63 (33.5)

96 (36.0)
153 (47.2)
88 (46.8)

176 (22.7)
115 (14.8)
92 (11.9)
116 (14.9)
277 (35.7)
267 (34.3)
324 (41.6)
188 (24.1)
.027

94 (27.3)
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223 (46.7)
147 (30.8)
66 (13.8)
42 (8.8)

.021

.000
89 (25.9)

236 (30.3)

.010

.019

93 (27.0)

143 (18.4)
400 (51.3)

.016

.001

162 (47.1)

Total
(N=779)

.038

.033
133 (56.4)
65 (40.9)
23 (32.9)
12 (46.6)

P- value

110 (32.0)

140 (40.7)

344 (44.2)

Characteristic

medium
High
Main wage
earner of
household
Yes
No

Inadequate
HL
N (%)
319 (40.9)
115 (35.7)
42 (37.2)

Health Literacy
Problematic Sufficient
HL
HL
N (%)
N (%)
205 (26.3)
255 (32.7)
81 (25.2)
31 (27.0)

Pvalue

126 (39.1)
40 (35.4)

Low
Healthcare
Access
N (%)
189 (24.3)
73 (22.7)
22 (19.5)

Access to Healthcare
Moderate
High
Healthcare
Healthcare
Access
Access
N (%)
N (%)
253 (32.5)
337(43.2)
107 (33.2)
142 (44.1)
36 (31.9)
55 (48.7)

.000

136 (54.0)
183 (34.7)

55 (21.8)
150 (28.5)

61 (24.2)
194 (36.8)

P- value

Total
(N=779)

322 (41.3)
113 (14.5)
.009

75 (29.8)
114 (21.6)

86 (34.1)
167 (31.7)

91 (36.1)
246 (46.7)

527 (67.7)
252 (32.3)

N = frequency. a1US$ = GH¢ 3.8. Some categories have missing or inapplicable cases. All significant values are based on Chi-square tests except for income,
age, household sizes, and length of stay which are based on independent sample t-test
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5.4 Access to Health Care
The access to healthcare instrument demonstrated strong reliability with Cronbach’s
alpha equalling .87, and Split-half Spearman-Brown coefficient of .85. Exploratory
factor analysis was used to assess the discriminant and convergent validity of the
instrument using the principal axis factoring extraction method based on Eigenvalue
greater than 0.85, and the Varimax rotation method. Kaiser-Meyer-Olkin Measure of
sampling adequacy (KMO) showed a high score of .88. All the KMO values for
individual items correlation were above the acceptable limit of .5 (Field, 2013), with a
minimum of .80 and maximum of .93. Congruent with the hypothesised model, the
process extracted five factors, which explained 44.1% of variance in access to
healthcare. A further assessment of the fit of the instrument was carried out using CFA
(see appendix 9) for the complete latent measurement model). The model showed a
good theoretical fit to the data as regards the five latent dimensions of access to
healthcare. The overall indices were as follows: CMIN/DF (5.00, p= .000), GFI (0.93),
AGFI (0.90), NFI (0.87), RFI (0.84), IFI (0.90), TLI (0.86), CFI (0.90), and RMSEA
(0.07). These indices depict a good theoretical fit (Arbuckle, 2012). Participants
recounted experiences that reflected the five dimensions of access to health care.
Financial concerns were especially common for both rural and urban people without
health facilities in their vicinities as some participants experientially revealed:
… In this community, I have about five clients whose babies are seriously
malnourished. They have been referred to higher facilities but have refused to
go. …I will say that their reluctance is due to financial constrains. …Some of
the usual dietary recommendations for malnourished babies are milk, sugar and oil
in the same proportion daily. … The government does not provide these items,
which means the mothers have to buy them regularly. … So if a person knows
that she does not have enough money, she will not even attempt to adhere to
referral…” (Medical Officer 2, Achiase, rural)
Moreover, in relation to availability and geographical accessibility to health facilities,
urban residents had the greater share—quantity and quality wise. Rural residents were
disadvantaged severely as this statement explains:
“There is no hospital or clinic here…We only have a small drug store.
However, there are hospitals and clinics in some of the communities nearby
communities. …We have one at Wonoo, Antoa, Abira and Mamponteng
[nearby communities] so there is no problem. …The only issue is that it is
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difficult to get to those places especially at night since it is difficult to get
transportation. If the illness is not severe, then we usually walk there (Fati, 35
years, Ahodwo, rural)
Physical access to health services was better for urban residents due to the availability
of transportation. In rural areas, however, were not only there scanty orthodox health
facilities but also an uttermost difficulty in reaching those facilities for the majority of
people. Many rural people therefore used traditional medicine, which was readily
available. Accommodation of health care was also manifested through experiences of
participants as follows:
Oh yes. For me the hospital I visit when I am sick is a hospital at Abontan
which is popularly referred to as Bonsuom. They treat you very nicely when
you go there. They take their time to feed you. My sister gave birth there, and
she was treated nicely. …I once visited another hospital [Name withheld] and
witnessed the nurses beating a pregnant woman. They were beating her during
labour because she was finding it difficult to deliver (Paulina, 20 years, Suame,
urban).
Accommodation related factors especially those about congestion and attitude of
health personnel were often a deterrent in the uptake of available services. Similar
patterns emerged regarding the acceptability of health services. Nature and methods
used in delivering healthcare influenced the kind of health services people up took as
this statement reveal:
“..For me, I use herbal drugs more than orthodox medicine. …I do not like to
be injected with drugs….I get scared. ….However, that is the usual approach
they use. I rather use herbal medicine…Besides, when I use orthodox medicine,
I do not get healed quickly. For instance, when I had a problem with my knee,
I tried much orthodox medicine, but I did not get any better. I resorted to herbal
medicine, and now I am almost healed. …Look [shows her knee smeared with
herbal concoction] (Faust, 33 years, Apemanim, rural)
Precepts of all the five dimensions of access to healthcare as theorised were
demonstrated from both qualitative and quantitative perspectives. Considering all of
its five dimensions, access to healthcare was significantly low among the rural
population compared to the urban population. Overall, less than half (yet a majority)
of the population had high access to healthcare. About 55% of the population had
limited access to health care (either low and moderate access) as shown in table 10.
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5.5 Relationship between Social Capital, Health literacy, and Healthcare Access
Both structural and cognitive elements of social capital showed a positive association
with health literacy and access to healthcare. However, group involvement showed a
negative association with health literacy. A positive association was observed between
HL and access to healthcare. Sociodemographic factors such as age, education, length
of stay current vicinity were associated with health literacy, access to healthcare and
majority of social capital proxies. However, sex was associated with health literacy
and but not access to healthcare and barely with any of the social capital proxies as
shown in table 11.

5.6 Health-Related Behaviours and Outcomes
Subjective Well-being
Urban residents demonstrated higher life satisfaction and well-being (average of about
14 out of 25) than rural dwellers (average of 13 out of 25) (appendix 11). Younger
groups were more satisfied with their lives than older persons. Nonetheless, marginal
difference was observed between males and females
General Health Status (Healthy Days Core Module Measure, CDC HRQoL-4)
In general, the majority of people were likely to rate their health as good. Rural
dwellers were more likely than urban residents to rate their health as poor (see
appendix 11). Similar trends were observed for physical and mental health. Congruous
to these, rural populations were more likely to be kept out of everyday activities on
health grounds—thus poor HRQoL. A composite score for health-related quality of
life using dichotomized values of all the HRQoL items was derived using exploratory
factor analysis—principal component analysis. One factor with eigenvalue > 1 was
extracted (see appendix 10 for the results of the factor analysis). This factor explained
50.46% of the variance in HRQoL.

Use of Emergency Room Services and Rate of Hospitalisation
More urban settlers had used emergency room services—any of orthodox or
complementary services, than rural dwellers as shown in appendix 11. However, rural
dwellers were more likely to be hospitalised than urban dwellers. Although many of
the people felt discontent with their lives,
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Table 11: Pearson's Correlation Between Social Capital Proxies, Health Literacy, Healthcare Access, and Selected Sociodemographic
Characteristics
Social Capital Proxies
HL

Access

Bonding

Bridging

Linking

All
individuals

Group
members
hip

Group
support

joined

Talked

1
.04
.09*
.13**
-.02
.19**

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

HL
Access
Bonding
Bridging
Linking
All individuals
Group member
Group support
Joined
Talked
Harmony
Belonging
Trust
Fairness
Age

1
.18**
.10**
-.055
-.003
.035
-.20**
-.16**
.01
.11**
.01
.01
.07*
.07
.44**

1
.02
-.02
-.04
-.01
-.03
.01
.14**
.08*
.12**
-.04
.09*
.09*
-.02

1
.12**
.07*
.70**
-.03
-.01
.09*
.06
.09*
.09*
.15**
.08*
.06

1
.47**
.74**
.28**
.34**
.001
-.01
.041
-.06
-.09*
-.07
.01

1
.60**
.23**
.31**
-.02
.05
.07*
.002
-.08*
-.04
.06

1
.20**
.27**
.05
.05
.10**
.03
.02
.00
.06

1
.80**
.11**
.03
.02
.03
-.13**
-.07*
-.11**

1
.11**
.06
.03
.01
-.10**
-.07
-.03

1
.21**
.04
.13**
.13**
.019
.030

16
17

Sex
Education

.11**
.81**

.02
.18**

.04
-.13**

-.03
.08*

-.00
.04

-.002
-.03

-.08*
.22**

-.07*
.18**

-.03
-.02

18
19

Length of stay
.35**
.12
.13**
-.17**
-.07*
-.03
-.21*
-.20**
.05
Category (Rural or
.25**
-.20**
.34**
-.24**
-.14**
.04
-.26**
-.24**
.20**
Urban person)
N = 779, **Correlation is significant at the 0.01 level (2-tailed). *Correlation is significant at the 0.05 level (2-tailed
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-.07
.13**
.20**
.21**

Harmony

Belonging

1
.27**
.14**
-.001
.04

1
.10**
.08*
.06

.04
-.02

-.05
-.01

.06
.07

.17**
.06

Trust

1
.16**
.11**
-.05
.10**
.14**
.37**

Fairness

1
.04
.05
-.07
.023
.16**

The majority of them lived relatively healthy lives—per their evaluation. However,
the definition of what constitutes healthiness was contestable as some health
professionals described:
“They usually believe that being healthy is only about being physically mobile
enough. If they are not sick, that means they are healthy. Visiting the hospital
or a health facility is when they usually subscribe to being unhealthy” (Medical
officer, Tafo, urban)
Table 12 indicates that age, sex, marital status, education, employment status, income,
having health insurance, household size, perceived economic and social status of
households, the type of occupation, length of stay in community and whether a person
lived in rural or urban area were associated with some or even all of the health
outcomes. Individuals who exercised more, and remained cautious about their health
(having a routine body and blood checkup) had better well-being and tended to use the
emergency room less and least hospitalised. Indulgent in frequent alcohol intake was
associated with poor physical health as shown in table 12.

The nature of health-related behaviours of people was poor. A handful of people
(33%) had undergone routine check-up or checked their blood pressure (26%) in the
past two years preceding the study (see appendix 12). The experiences of some health
personnel through their interactions with patients and the public lend support to this
finding:
“People in this community do not come for health screenings. They only come
to the hospital when they feel sick. … There is an opportunity to for everyone
to come for check-ups even free of charge for things like body weight but I have
not seen anyone voluntarily use it …The ones I have seen here only came for
checkups because it was a requirement for a job or school admission (Medical
officer 2, Tafo, urban).
Indeed, the majority of people indulged in [irresponsible] self-medication—a practice
which speaks to some of the poor health behaviours of the people. A significant
number of individuals reported their illness late to health facilities in worsened
conditions:
“Sometimes people self-medicate instead of reporting their health problems
for treatment. They guess their illness based on the symptoms and decide to
manage it by themselves. … They only report to hospitals when their conditions
worsen (Medical officer 1, Tafo, urban).
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Table 12: Bivariate Correlation Between Health Outcomes Proxies and Sociodemographic Variables
Self-rated Physical
Mental
Inactive
HRQoL Well-being
health
health
health
days
1. Self-rated health
1

Emergency
room visit

Hospitalisation

2.

Physical health

.21**

3.

Mental health

.11**

.30**

4.

Inactive days

-.15**

-.59**

-.51**

5.

Healthy days

.25**

.87**

.43**

-.64**

6.

HRQoL

.37**

.79

.71**

-.87**

7.

Well-being

.251**

.07*

.02

-.11**

.13**

8.

Emergency room visit

-.11**

-.07

.02

.09*

-.08*

.020

9.

Hospitalisation

-.09**

.01

.04

.04

-.01

-.031

.36**

10. Routine body check-up

-.02

.04

-.02

.01

.001

.14**

-.17**

-.11*

11. Blood pressure check-up

.04

.01

-.02

.003

.02

.18**

-.21**

-.09*

12. Sleeping habits

.06

-.04

.00

-.01

.03

-.03

-.05

.03

13. Smoking habit

.05

.02

.03

.05

-.03

.01

-.05

-.05

14. Alcohol use

.06

.08*

.04

.05

-.05

.05

-.04

-.03

15. Exercise

.05

-.04

-.03

-.06

.06

.15**

-.09*

-.08*

16. Age

-.105**

-.11**

-.20**

.18**

-.21**

-.11**

.03

.07

17. Sex

-.10**

-.01

-.08*

.09*

-.09*

-.02

.11**

.19**

18. Marital status

.02

.05

.03

-.11**

.08*

.09**

-.08*

-.03

19. Educational status

.08*

.06

.15**

-.13**

.15**

.12**

.07

-.03
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Physical
health
.09**

Mental
health
.11**

Inactive
days
-.14**

HRQoL

Well-being

20. Ability to read and write

Self-rated
health
.13**

Hospitalisation

.18**

Emergency
room visit
.12**

.16**

21. Education of household

.07*

-.02

.04

-.03

.030

.10**

.10**

-.07

22. Employment status

-.10**

-.01

-.01

.003

-.025

-.08*

.02

.10**

23. Estimated income

-.01

.06

.03

-.07

.07

.16**

.06

-.02

24. Health insurance

.08*

.13**

.09**

-.11**

.15**

.10**

.05

.01

25. Economic status

.21**

.06

.09*

-.09*

.13**

.28**

.02

-.06

26. Social status

.12**

.01

.03

.03

.02

.25**

.06

.00

27. Household size

-.01

-.03

-.13**

.06

-.08*

-.10**

-.04

.03

28. Occupation

-.01

-.05

-.12**

.10*

-.10**

.04

.01

.04

29. Length of stay in
community

-.07

-.11**

-.24**

.14**

-.20**

-.14**

-.08*

.004

30. Context – Rural or Urban

-.07*

-.089*

-.05

.12**

-.12**

-.16**

-.09*

.05

N = 779, **Correlation is significant at the .01 level (2-tailed). *Correlation is significant at the .05 level (2-tailed)

150

-.03

However, related behaviours, which did not involve clinical intervention such smoking
and alcohol intake, exercising and healthy sleeping habits was considerably low among
the general population. Alcohol intake was significantly higher in urban areas (29%)
than in rural areas (19%) as (see appendix 12). Notwithstanding, more urban residents
(65%) deliberately engaged in physical activities for health purposes than rural people
(43%). The nature and intensity of the exercise routine were however, suspicious
considering how some participants described their activities. Many claimed to exercise
indoors, in the confines of their bed/living rooms as opposed to outdoor sporting
activities.
“I sometimes jog and do stretches in my bedroom. …Yes, my room, it is very
spacious, so I jog around and stretch my limbs and legs and my back” (Akua,
42 years, urban).
These health-related behaviours were perhaps associated with the better health status
and well-being of urban residents.

5.7 Discussion
The preliminary findings established the prominence of different types of social
capital, health literacy, and health care among the study population. Nevertheless, for
the sake of this study, only those significant observations relating to the two
populations groups of interest—rural and urban people are expatiated.

Congruent to long-held assertions (Eberhardt & Pamuk, 2004; GSS, 2012; Lee et al.,
2014; Putnam, 2000; Saleh, 2013; van der Hoeven et al., 2012; Xu et al., 2010),
significant differences emerged between rural and urban residents as regards major
socioeconomic and demographic characteristics. More females were found in rural
areas than in urban communities. Historically, young males often migrate to urban
settings for economic and educational endeavours. Migration of young adults and even
children from rural and poorer communities is, in fact, a common phenomenon in
Ghana (Ackah & Medvedev, 2012; Awumbila et al., 2014; Hashim, 2007; Kwankye
et al., 2009).

Educational attainment among the general population was considerably low as the
majority of people had basic education as their highest form of educational attainment.
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Rural populations, however, are known to possess lower level of education owing to
issues of access (especially because of financial and physical accessibility) to
education (GSS, 2008, 2012).

An income gap was apparent between the two groups. The majority of rural dwellers
earned below the minimum wage of Ghana (stipulated as GH¢7 per day)
(WageIndicator, 2016). Rural folks in Ghana often indulge in subsistence agricultural
activities—often crop farming (GSS, 2008, 2014c). These activities are primarily for
sustenance with moderate to no direct incomes. Rewards of rural economic activities
are therefore less in the form of cash and more in the form of produce. This is however
not to argue that the differences in economic assets between the two groups were an
exaggeration. Another explanation for the wide income gap between rural and urban
dwellers has to do with the practice whereby the majority of civil servants who are
supposed to work and perhaps boost rural economies rather choose to reside in urban
localities and commute to work as was witnessed in several communities. Urban
residents had more diversified economic activities as compared to rural people. The
difference in economic power between the two contexts was evidenced by the
perceived economic and social status of households of participants. Even in advanced
nations, differences in social class is deemed as a fair indicator of differences between
urban-rural livelihoods in places such as Northern Ireland (O'Reilly et al., 2007).

Finally, uptake and use of health insurance was lower among rural residents. Limited
access to health financing schemes, especially among rural populations, is attributable
to institutional rigidities and socio-cultural practices which shape the decision to
uptake even pro-poor health services as witnessed in other West African countries such
as Burkina Faso (De Allegri et al., 2006). These socioeconomic and demographic
differences are synonymous to observations of previous studies and status reports in
Ghana (Eberhardt & Pamuk, 2004; Fenny et al., 2014; GSS, 2014c), and across the
globe (ILO, 2015; Lee et al., 2014; O'Reilly et al., 2007).

The findings affirmed the existence of different forms of social capital in the study
context which supports earlier works in Ghana (Avogo, 2013; Fenenga et al., 2015).
The small sizes of rural communities (regarding population and even the communities
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themselves) coupled with its larger household sizes partly account for the high levels
of among rural residents. The comparatively smaller sizes of rural communities may
have necessitated fewer group formations and associational lives contrary to
happening in urban localities. Higher population in urban localities tend to ensure fluid
interactions (Hanibuchi et al., 2012; Lund, 2002). This agrees with the assertion of
Putnam (2000) that size of community makes a difference in social capital. Thse
findings have been contradicted in many other places as high population densities do
not necessarily create social capital (Mayer, 2003; Nguyen, 2010). Nevertheless,
population densities in this instance may account for the dense associational life of
urban residents in this study. Group membership has implications for daily life as will
be seen in the course of the study (see Bruhn, 2009). The negative relationship between
health literacy and group involvement hinted of such implications and will be
expatiated in the course of the study.

Moreover, the near homogeneity of rural communities explains why bridging and
linking social capital were to a greater extent limited due to similarities in associational
life, economic endeavours, ethnic and family structures. Furthermore, the rural
residents were disconnected spatially from other communities, institutions, and other
population groups. The disconnection reduced bridging and even linking social capital.
Rural residents, unlike urban dwellers thus depended largely on themselves for
especially instrumental support. Commonalities among rural residents such as the type
of economic activities brewed shared interests among families and individuals as
compared to the diversified interests in urban localities. Therefore, bonding social
capital was a given for almost every inhabitant in rural settings. Others have forwarded
that individuals and even entire societies sometimes appear to forgo one form of social
capital (say bonding) for another (say bridging or linking social capital) as they move
along in life for reasons such as migration which is common among rural residents
(Halpern, 2005). The high level of bonding social capital in this study, however,
contradicts that of Poortinga (2012) who found lower levels of bonding, linking and
bridging social capital in deprived neighbourhoods in England.

Withal, the close-knit social relationship in rural communities in this study also
explains the intense civic participation. Compared to urban folks, community leaders,
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for instance, were more accessible to rural residents. The majority of civic activities in
rural areas had to do with community cleaning. Rural areas were often deprived of
such social services, which was readily available to urban residents. Rural dwellers
had to organise themselves to forge ahead continually. This partly explains the higher
levels of civic participation in rural communities. Nonetheless, civic engagement was
low among the study population. Compared to findings from studies in other
developing countries such as Peru and Vietnam (Harpham et al., 2006; Hurtado et al.,
2011; Takahashi et al., 2011), the level of civic participation in this context was
considerably higher. For instance, using a nationally representative sample of rural and
urban adult residents (18 years and older) in Colombia, Hurtado et al. (2011) found a
relatively lower levels civic participation of around 25%.

Furthermore, the higher levels of bonding social capital and civic engagement among
rural residents culminated into higher levels of cognitive social capital. Cognitive
elements such as trust, sense of belonging, feelings of fairness and community
harmony were more pronounced primarily due to the tight-knit relationships among
rural residents. The low sense of fairness and trust among urban residents have
however been demonstrated among urban dwellers in places such as the Netherlands
(Mohnen et al., 2011). The low levels of trust and sense of fairness in urban settings
are imputable to the extreme diversity and interest groups in urban societies. The
majority of people in urban areas in this study were non-natives of the communities
they lived (KMA, 2010). Indeed, major cities in Ghana such as Kumasi harbours
individuals with diverse ethnic and religious groups (Gyimah, Kane, & Oduro, 2009;
KMA, 2010(GSS, 2012)). According to Putnam (2007), precepts such as immigration
and ethnic diversity tend to reduce social solidarity and social capital at least in the
short run. Therefore, attitudes towards developing a sense of community and
maintenance of neighbourhood relationships are often minimal among urbanites
(Mohnen et al., 2011).

Studies in different contexts—including both developed and developing countries
(Mohnen et al., 2011; Murayama et al., 2012; van Hooijdonk et al., 2008; Yip et al.,
2007), affirm the low levels of civic participation and cognitive social capital among
urban people. Although these attributes of urban residents promote bridging and
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linking social capital, it also spurs over-indulgence in hostile attitudes among them as
some participants in urban settings in this study demonstrated without cause. The exact
effect of social capital on everyday lives may, however, differ among contexts
regardless of the density of the social networks (Mohnen et al., 2011). Mohnen et al.
(2011) and van Hooijdonk et al. (2008) for instance not only found differences in social
capital between rural and urban residents but also in the extent of its impact. Finally,
these results back the assertion that each society or context tend to have its strength
and weaknesses as regards the types of social capital (Halpern, 2005).

Access to healthcare—considering all dimensions—was low. Among urbanites, this
was baffling considering that a plethora of health facilities including both private and
public western biomedical services. Lately, there is also a proliferation of refined
complementary and alternative medical services such as herbal treatments were
available in many urban localities (Amoah & Gyasi, 2016; Sato, 2012b). Factors other
than availability and physical accessibility do affect matters of access. Many rural
people indulged in traditional medicine (Antwi-Baffour et al., 2014). However, it is
possible that some participants disregarded the use of traditional medicine as health
service as many of them used it informally. This partly explains why some rural
residents reported of low access to health care concerning the availability of healthcare
even though assorted kinds of traditional medicines were readily available and potent
for many health needs.

Nonetheless, the luxury of physical accessibility to formal health services is limited
for rural dwellers as observed in other developing countries both in Africa and Asia
(De Allegri et al., 2015; Phillips, 1990; Phillips & Chan, 2002). Indeed, inadequate
transportation (low vehicular movements) to health facilities has been a major
challenge for rural residents over the years as ambulatory services are nonexistent in
such enclaves (GHS, 2015a; Turkson, 2009). Low physical accessibility is sometimes
attributed to the poor location of available health facilities. The low access to health
services, especially among rural residents, can be due to over concentration of health
facilities in some places relative to others. dos Anjos Luis and Cabral (2016) for
instance have observed in Mozambique that the reason for the over 90% underserved
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population (in relation to physical access to healthcare) is due to the concentration of
both low and high order services in few urban localities.

Financial constrains to healthcare continue to be a challenge for many in Ghana despite
some pro-poor measures such as health insurance schemes (Abadia & Oviedo, 2009;
Gros, 2016). However, the effectiveness of such measures on health care utilisation
has been uneven. Blanchet et al. (2012) discovered that individuals who enrol in
Ghana’s national health insurance scheme are significantly more likely to obtain
prescriptions, visit clinics and seek formal health care when sick. However, recent
developments give grounds to the notion that the provisions offered by the insurance
scheme are fast dwindling (Daily Graphic, 2014). Nonetheless, many households
especially those with large household sizes and in the lower socioeconomic quintile
find the insurance premiums expensive (Kusi et al., 2015). Out of pocket payments for
health is thus rapidly on the rise as confirmed by recent reports (Saleh, 2013; World
Bank, 2014b). Out of pocket payments for healthcare crowd out a significant number
of people from effective access to health care in many sub-Saharan countries such as
Nigeria (Odeyemi & Nixon, 2013). These partly explain the low healthcare access,
especially among rural people.

The limited health facilities available and health personnel (Abdul-Jalil & Donkor,
2016; GHS, 2015a; MoH, 2014), may also account for dissatisfaction with the nature
in which health services are organised including issues condescending attitudes of
health personnel and congestion in health facilities. Moreover, Fenny et al. (2014) note
that satisfaction with health services in Ghana is positively associated with waiting
time, friendliness of staff and satisfaction with the consultation process. Studies show
that one hour is considered as the maximum period that people in Ghana would like to
wait while seeking medical care. However, more than half of clients in even Ghana’s
premier health facilities wait over an hour (after registration) to see a doctor (Yawson
et al., 2013). Discontent with factors relating to healthcare also points to the current
inflexibility of healthcare, which has become a critical barrier to increased and
equitable access and use of services in Ghana (Ganle et al., 2014). Reasons such as
long waiting times, dismissive attitudes of health workers, and perceived
ineffectiveness of some treatment methods, which held back people in accessing health
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services were perhaps indicants of reduced confidence in the health system as has also
been observed in other studies (Alhassan, Duku, et al., 2015). Moreover, the findings
correlate with results of earlier works in both developing and developed countries,
which have demonstrated an association between access and use of health services and
factors such as age, sex, and health insurance (Gulliford, 2003; Habib et al., 2016;
Kushel et al., 2001).

The results show that only 32.7% of participants had sufficient health literacy.
Compared to findings from a population-based study in rural and urban areas in
Taiwan (Lee et al., 2010), and the USA (Rasu et al., 2015), where about 69.7% and
77.6% of respondents respectively had adequate health literacy, the level is low among
participants of the present study. Largely, the low level of health literacy is
commensurate with the findings from earlier works in Ghana. In their study of healthrelated knowledge among rural and urban residents in southern Ghana, Andrzejewski
et al. (2009) discovered that only 35.4% of the participants could ably read and
understand basic materials. This translated into ‘very low’ knowledge of contagious
diseases amongst participants (Andrzejewski et al., 2009, p. 233). The low health
literacy level is perhaps imputable to the low levels of educational attainment among
the participants as has also been suggested by various studies (Berkman, Sheridan,
Donahue, Halpern, Viera, et al., 2011; Cho et al., 2008).

Moreover, the reluctance of health professionals and institutions to explain medical
instructions and changes in the health system effectively to the general population
partly accounts for the limited health-related knowledge as Pignone et al. (2005) argue.
However, the pressure on the supply side of the health system given the limited health
personnel and facilities in both rural and urban areas in Ghana (Adzei & Atinga, 2012;
GHS, 2015a), left little room for effective health education. Other demand side factors
such as financial constrain and accessibility especially in rural areas contribute to
reduced engagement with the health system. This has a damaging influence on healthrelated knowledge due to lack of access to health professional counselling which is
known to have a positive impact on health knowledge and health behaviours (Dave &
Kaestner, 2009). The demand and supply sides of limited health literacy among the
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population is thus reckoned. Moreover, this explanation gives credence to the observed
positive relationship between access to healthcare and health literacy.

The difference between urban and rural persons as regards state of health literacy is
buttressed by the findings of Lee et al. (2010) who also observed similar occurrence
in among adults in Taiwan. The differences in urban and rural areas led these authors
to conclude that low health literacy is not only a personal limitation but also an
indication of disadvantaged social status. The present study shares that position. The
associations between health literacy and sociodemographic variables such as age, sex,
health insurance, education moreover supports the findings of previous studies (Habib
et al., 2016; Lee et al., 2010; Toci et al., 2014)

Finally, it is very likely that some participants might have exaggerated or understated
the state of their health, especially mental health. This is dissimilar to that of Mohnen
et al. (2011) who observed higher rates of positive health status for rural dwellers as
against urban residents. However, the meaning given to healthiness lends support to
the assertion that health is a contextual subject (Gatrell & Elliott, 2009). Rural
residents suffered more hospitalisations than their urban counterparts did. The
difference is ascribable to low physical access to health care which often leads to late
recourse to health services and subsequent worsening of the condition as has been
observed among pregnant women in deprived districts in Ghana (Baiden et al., 2006).
Studies show that the majority of the rural people rely on informal treatments for a
significant period before engaging with the formal health system (Antwi-Baffour et
al., 2014; Oppong, 2003). Such behaviours usually have a negative influence on health
outcomes. For instance, a population-based study in England showed that people living
in deprived communities are likely to report poor health (Poortinga, 2012). Indeed this
is supported by the observation in this study which seems to suggest that positive
health-related behaviours were somewhat dependent on the extent to which the activity
involved engagement with the health system. Apparently, this has much to do with the
nature in which healthcare is organised and proximity to available health services
(Fenny et al., 2014; Yawson et al., 2013). In fact, studies elsewhere have observed
differences in health outcomes among rural and urban people as O'Reilly et al. (2007)
found Northern Ireland and Mohnen et al. (2011) did in the Netherlands.
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5.8 Conclusion
This chapter has provided a general overview of the state of the core elements of the
study namely social capital, health literacy, and healthcare access. Mostly, the findings
support the hypothesis that social capital is high among rural residents. The next three
chapters focus on the independent and interactive association between social capital
and health, and the role of social capital in the relationship between access to
healthcare/health literacy and health-related well-being.
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CHAPTER 6
SOCIAL CAPITAL AND HEALTH-RELATED WELL-BEING
6.0 Introduction
This chapter elucidates the relationship between different forms of social capital and
some distal and intermediate health outcomes among urban and rural populations
empirically. The chapter also examines the mechanism—considering some healthrelated behaviours—through which the social capital affects health and well-being.
Both qualitative and quantitative findings are presented. It is hypothesised that high
level of social capital (all forms) is more likely to have a positive effect on health status
and well-being. The chapter primarily focuses on domain ‘D’ in figure 3 (chapter 2,
pg. 57).

6.1 Social capital, Health, and Well-being
Effect of social capital was examined on the count of three distal (Health-related
quality of life, physical health, and well-being) and one intermediate (use of
emergency room services) health-related outcomes to adequately portray the depth of
social capital’s effect on health and well-being.

6.1.1 Bonding Social Capital and Health
The effect of bonding social capital was observed among only rural residents. Bonding
social capital showed positive influence on health (HRQoL and physical health—as
indicated by the inverse relationship with poor physical health) as shown in Table 13.
An in-depth inquiry revealed that many relied on their close ties for especially
instrumental support before, during, and after situations of ill health and other life
stressors. At the onset or suspicion of illness, close friends and relatives were usually
the first point of call for the provision of informal treatment options including nonprescribed drugs and traditional therapies as well as in assisting with taking
medications, carrying out everyday chores such as cooking to provide clean and
comfortable conditions for healing. However, despite the apparent importance of
bonding social capital, many participants were quick to advance that they received no
support from such networks. Apparently, people tended to forsake the assistance
accrued through tight-knit connections as opposed to those through weaker ties as the
conversation below shows.
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Interviewer: Who do you usually ask when you need an explanation about
your health issues such as medications?
Respondent: I do not have anyone to ask such a question
Interviewer: Not even your husband?
Respondent: Oh yes, except for my husband. He can read and write, so I
count on him for help when necessary (Rashida, 32 years, Tafo, urban)
Perhaps this type of social capital was undervalued as some people expected such
efforts from their close ties. However, bonding social capital encouraged some
individuals to denounce their health-related responsibilities not only to themselves but
also to others including children as one health personnel revealed:
There is a woman who has even misplaced her [official] weighing book
(Antenatal record keeping booklet). …I told her to come with any small booklet
to keep records of her baby’s vital signs. … She has not stepped foot here since
then.. …She does not care about her child because she has an older sister who
has taken over the responsibility for the child’s well-being (Medical officer 2,
Achiase, rural)
Moreover, expectations and pressures from close acquaintances by remaining duty
bound raised concerns of ill-being to potentially resourceful persons within a given
social circle. Some people, for instance, found themselves in a state of anxiousness
due to health and related pressures and expectations of their social acquaintances:
“I would say my health is not that good these days. ….I have too much financial
burdens and demands. ..My wife and children, my parents and my wife’s
parents [who are very old now], and some of my siblings all depend on me. …I
do not have a peaceful life…” (Badu, 45 years, Apemanim, rural)
However, the loss or absence (even through death) of bonding social capital had a
damaging effect on health and well-being as some participants hinted. Such losses
were linked to the lack of instrumental contribution and even emotional support
generated through such networks potentially deducted from one’s quality of life.

6.1.2 Bridging social capital and health
Bridging social capital was positively associated with HRQoL among urban groups
and the general population. Having one source of bridging social capital also reduced
the likelihood of poor physical health among urban residents and the general
population. Strangely, in rural areas, support through bridging social capital negatively
affected well-being as shown in table 13. These mixed results were supported from the
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in-depth inquiry. Bridging social capital served more as an informational conduit than
instrumental support as offered through tight-knit networks.

Nevertheless, bridging social capital emerged as a useful source of instrumental
support about health issues for especially people in single urban households where
provisions such as food and doing everyday chores were made to sick persons.
Although health-related information was often transmitted through bonding social
capital, bridging social capital ushered in the type of information which was beyond
the remit of close associates. In especially rural communities, information transmitted
through bridging social capital encapsulated those relating to treatment methods and
drugs for different kinds of ailments:
I once had a problem with my waist…I talked to my friend who directed me
to a man who has a drug for it. …Fortunately, it worked well for me” (Badu,
45 years, Apemanim, rural)
Another facet of the impact of bridging social capital on health was that of emotional
support. Traditionally, the show of sympathy, especially in times of sickness, is
especially noticeable when it aroused outside of one’s primary social circles. However,
despite its usefulness, bridging social capital demonstrated its shortcomings by serving
as a conduit for transmitting health-related malpractices such as irresponsible selfmedication as some participants portrayed when they attempted to show their
resilience and ingenuity:
“I am hypertensive. …One of the people in this house told another woman in
the community who is also hypertensive about my condition. She gave me some
of her prescribed medications because I could not afford to go to the hospital
(Akua, 57years Ahodwo, rural).
Perhaps this typified why an adverse effect was observed among rural residents in
the statistical analysis.
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Table 13: Social capital and Health by Multiple Regression Analysis

Group Support
None (ref)
1
2
3+
Bonding SC
None (ref)
1
2
3+
Bridging SC
None (ref)
1
2
3+
Linking Social Capital
None (ref)
1
2
3+
Total Support from all
individuals
None (ref)
1
2
3+
Citizenry Participation
None (ref)
Joined

Emergency room visits a
β
Urban
Rural
All

Urban

HRQoL b
β
Rural
All

.026
.075
-.115

-.035
-.034
.032

-.018
-.011
-.030

Urban

-.025
.018
-.092

-.139
-.086
-.063

.042
.108
-.013

-.050
.022
-.028

.037
-.101
-.122

-.131
-.088
-.176

-.047
-.118
-.072

-.068
-.111
-.105

-.037
-.067
.024

-.045
-.075
-.033

.236
.132
.271

.009
-.047
.034

-.073
.016
-.058

.527*
.639
.737*

.059
.087
.076

-.092
-.212
-.084

.335
.579
.661

.009
-.072
-.013

.011
-.023
.023

-.619***
-.759**
-.882**

-.054
-.044
-.037

-.042

.014

-.029

.118

.106

.141***

.079

.010

.009

-.082

-.125***

-.060
-.068

.005
-.038

-.007
-.040

.172**
.19***

.010
-.009

.082
.061

.027
.087

-.041
-.15*

-.072
-.013

.165***
-.097
-.083

-.013
-.013

-.047
-.027

.102
.15*
-.012

-.012
-.009
.14**

.050
.09*
.062

-.087
-.142*
.042

.011
-.122
.009

-.009
-.102*
.045

-.021
-.065
-.002

.060
.061
.084

.005
-.017
.032

.000
-.006
-.034

.005
.016
.064

-.009
-.001
.009

-

-

-

-

-

-

.389
.510
.687

.002
.022
-.219

.38*
.59**
.64*

-

-

-

-.060

-.033

-.021

-.101

.067

.048

-.261

.132

-.025

.059

.010

.002
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Well-being c
β
Rural
All

Physical health d
β
Urban
Rural
All

Talked
Some

Emergency room visits a
β
Urban
Rural
All
-.166*
-.066
-.080
.168
.011
.065

Urban
.320*
.022

HRQoL b
β
Rural
All
.053
-.011
.023
-.062

Cognitive Social capital
Low (ref)
Medium

.052

-.066

High
R square
Adjusted R2

.069
.22
.14

.001
.26
.17

Well-being c
β
Rural
All
-.001
-.008
.057
.048

Physical health d
β
Urban
Rural
All
.036
-.077
-.026
.040
-.066
.017

Urban
.041
.137

-.010

.093

.054

.050

.056

-.009

.038

-.073

-.090

-.068

.045
.15
.13

.039
.23
.08

-.002
.16
.05

.030
.10
.05

-.014
.33
.15

.005
.36
.17

.007
.29
.20

.007
.12
.06

-.061
.12
.05

-.019
.09
.05

N (All) = 779, N (Rural) = 366, N (Urban) = 413, ***significant at .001 level (2-tailed) **significant at the .01 level (2-tailed) *significant at the .05 level (2-tailed). Empty spaces are omitted
due to multicollinearity
a Controlled for sex, length of stay in the current locality, marital status, educational attainment among all household members, self-perceived literacy, routine physical activities (exercise), routine
body check-up, blood pressure check, context (urban or rural).
b Controlled for age, sex, length of stay in the current locality, marital status, educational attainment, self-perceived literacy, health insurance ownership, economic status of household, occupation,
household size, context (urban or rural), and all social capital proxies
c Controlled for age, sex, health insurance ownership, length of stay in current locality, marital status, educational attainment, highest educational attainment in household, self-perceived literacy,
employment status, income level, economic status of household, social status of household, household size, routine physical activities (exercise), routine body check-up, blood pressure check,
d Controlled for age, sex, self-perceived literacy, health insurance ownership, length of stay in the current community, alcohol consumption and all social capital proxies
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6.1.3 Linking Social Capital and Health
According to table 13 linking social capital was associated with the use of emergency
room health services among urban, rural and the overall population. Consequently,
linking social capital negatively predicted HRQoL among urban residents and the
general population but not rural residents. This was contrary to the hypothesis.
Nonetheless, the in-depth inquiry demonstrated support for the hypothesis. Linking
social capital was mainly a source of diverse health information unlike bonding and
bridging forms of social capital, which offered some forms of emotional and
instrumental support. Generally, about health, linking social capital often involved
association with people who were deemed to have health knowledge and skills on
health-related matters as this statement shows:
…My husband is on good terms with the drug seller in this community. He
does not live in our community, but my husband has his phone number….We
often call him for advice when our children fall sick (Asantewaa, 33 years,
krobo, rural)
Especially in rural communities, households often beseeched community leaders for
help whenever a given situation was burdensome.
…I am one of the community leaders, so people look up to me for all kinds of
assistance not just about health or when they are sick. …Even people that I am
not friendly with” (Local leader 3, Apemanim, rural)
However, an interesting observation was that a combination of all the individual types
of social capital—bonding, bridging, and linking—positively predicted well-being
among the general population (table 13).

6.1.4 Citizenry/Civic Participation and Health
Civic participation resulted in positive health and well-being for urban residents.
Urban dwellers who engaged in civic activities such as joining with other neighbours
to address common problems were less likely to use emergency room services and be
hospitalised. Unsurprisingly, this resulted in the positive effect on HRQoL among
urban residents (see table 13). By its nature, communal level activities—by way of
showing interest and taking steps to address common problems such as unkempt
physical environment—promoted healthy living and ameliorated well-being of even
those who do not participate in such activities. Given its importance, neighbourhood
and community leaders, even those in urban localities, encouraged the act of
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communal spirit for its myriad benefits—at least in the speculative nature of activities
involved. Although no significant relationship was observed (see table 13), rural
people routinely organised themselves for activities geared at promoting health and
well-being even for non-natives.
…Yes. we do communal activities regularly here. …We clean our refuse sites
regularly. …Before this system was initiated, I remember being a victim of
cholera. …There were several cholera outbreaks here (Local leader 5,
Apemanim, rural).
Moreover, considering how many rural residents described it, it was almost customary
for everyone to at least pay a visit to the sick or even the relatives of the sick to offer
morale support. Among urban residents, such solidarity was more vibrant through
group involvement and a reserve for people who shared common neighbourhood rather
than entire communities. In especially rural areas, break down in such communal
activities and attending conventions created a lacuna as regards the health-related wellbeing of members within certain neighbourhoods as this happening indicates:
…..At first, we used to weed and clean the public dump site as a community.
[After five years of collapse of communal activities]

Someone has been hired to keep the refuse site in order. …Everyone has to pay
a token per visit. However, the person does not clean the place as well as the
entire community used to do. …The facilities are now in poor state and
unkempt (Local leader 4, Achiase, rural).
6.2 The Mechanism of Influence of Social capital on Health and Well-being
Further inquiry was carried out to ascertain the mechanism through which social
capital affects health and well-being using four health-related behavioural measures
namely: routine body checkup, smoking, alcohol consumption, and exercising as
mediators. The significant structural models and respective tables (total effects, direct
effects, and indirect effects tables) from the SPSS AMOS mediation model are shown
in appendix 14. Per goodness of fit indices including CMIN/DF, GFI, AGFI, CFI and
RMSEA (Arbuckle, 2012), the models demonstrated an acceptable fit between the
hypothetical model and the data as can be inferred from Appendix 14. The results
indicated that social capital (group support) has positive indirect effect on well-being,
b = 95% BCa CI (0.002, 0.024), and a negative effect on use of emergency room
services, b = -0.020, 95% BCa CI (0.006, 0.039) through routine body check-up as
shown in figure 14A and 14B respectively.
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A negative indirect effect was found between civic participation and rate of
hospitalisation through smoking habits, b= -0.007, 95% BCa CI (-0.022, -0.02) as
shown in figure 15. Lastly, using exercise as mediator, group support indirectly
predicted well-being through exercise, b= 0.019, 95% BCa CI (0.006, 0.036) but
negatively predicted use of emergency room services through exercise, b= -0.019, 95%
BCa CI (0.005, 0.038) as shown in figure 16A and 16B in respectively. A similar
observation was made as regards the influence of bridging social capital on healthrelated variables through exercising behaviours. A positive indirect effect was
observed between bridging and Well-being, b= 0.012, 95% BCa CI (0.003, 0.027) and
a negative indirect effect between bridging social capital and use of emergency room
services through exercise, b = -0.012, 95% BCa CI (-0.028, -0.003) as shown in
figure16C and16D respectively.

However, not all the social capital proxies indirectly predicted any of the distal and
intermediate health-related outcomes. For instance, social capital proxies including
cognitive and linking social capital showed only direct effect on various health-related
outcomes (in appendix 14).

6.2.1 Associational Involvement and Health-Related Well-being
Like other forms of social capital, people in especially smaller associations received
invaluable instrumental and informational support for different kinds of health-related
matters. Associational activities were also a primary source of emotional support.
Many deliberately joined, for instance, religious-related groups, for the sake of
empathy offered in times of ill-being.
The church usually does not give financial support, but when one is in
distress, the congregation prays for the person. Some members of the church
and the in particular leaders often would pay visits to the person even if the
person is in the hospital… (Prince, 50 years, Ahodwo).
Moreover, the practices and opportunities available to members of certain groups
encouraged and made them healthy or at least remain conscious about impending
health issues and provided relevant information for people to make informed
decisions as some participants argued:
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Figure 14: Routine body check-up as mediator between social capital and health
B

A
β = 0.102***

Body
check-up

Well-being

β = -0.195**

β = 0.102***

β = 0.095***

Group
Support

Body
check-up

Group
Support
Direct effect, β = -0.009

Direct effect, β = 0.091*

Indirect effect, β = -0.020***

Indirect effect, β = .010***

***significant at the .001 level (2-tailed) **significant at the .01 level (2-tailed) *significant at the .05 level (2-tailed)
Figure 15: Routine body check-up as mediator between social capital and health
Smoking
β = .088*

β = -0.078*

Citizenry
participation

Direct effect, β = 0.026

Rate of
Hospitalisation

Indirect effect, β = -.007*

*significant at the .05 level (2-tailed)
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Use of
Emergency
room
services

Figure 16: Exercise as mediator between social capital and health

A

B

Exercising

β = 0.194***

β = 0.194***

β = 0.099**

Group
Support

Well-being

Exercising

Group
Support

β = -0.100**

Direct effect, β = -0.010

Direct effect, β = 0.084*

Use of
emergency
room
services

Indirect effect, β = -0.019**
Indirect effect, β = 0.019***
Exercisin
g

C
β = .121***

D
β = .099**

Bridging

Exercisi
ng
β = .121***

Well-being

β = -0.100**

Bridging

Direct effect, β =-016

Direct effect, β = -0.050

Indirect effect, β = .012***
Indirect effect, β = -0.012***

***significant at the .001 level (2-tailed) **significant at the .01 level (2-tailed) *significant at the .05 level (2-tailed).
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Use of
emergency
room

I am a Muslim. We have so many practices about cleanliness. For instance,
when I visit the toilet, I have to wash my hands with under running water. …We
are thought about clean and unclean food. …At my age, I can challenge you
[the interviewer] on the running track. …I still clear, till and cultivate my land
for farming all by myself. …I can say that the teachings and beliefs of my
religion account for my healthiness (OM, krobo, 65 years, rural).
Associational involvement thus buffered against poor health-related outcomes (see
section 6.2.2). This falls in line with the results of the above mediation analysis.
Notwithstanding, the manner in which some associations were organised potentially
impinged on the health-related well-being of many including undue financial burdens
(e.g. membership dues payments). In some quarters, full commitment to associational
responsibilities resulted in situations capable of destructing health including promotion
of ‘wayward’ lifestyles.

6.2.2 Social capital as a buffer against Poor Health-Related Well-being
Per the conventions and beliefs of some ethnic and religious groups, many abhorred
lifestyle choices including excessive indulgence in alcohol, smoking, certain diets, and
irresponsible sexual behaviours. Although health as a factor was not the main reason
behind many of such conventional practices, they inevitably had health benefits. A
major reason for some choices and behaviour, therefore, had to do with the social
expectations rather than the health aspect of such choices as the words of some
participants showed:
I do not take any alcoholic beverages. …My family forbids it, so I do not have
any interest in it. …No matter the situation, I will never take alcohol. …No one
respects you if you take to drinking (Adu, 25 years, Afrancho, rural)
Other health-promoting factors had to do with community level activities that often
were purposively geared at preventing outbreak of diseases. Such practices were more
pronounced among rural people. However, some people adhered to the practices to
avoid situations of social sanctions such as being socially excluded and scorned. The
potential social sanctions for dissidents persuaded even people who did not subscribe
to certain socially accepted practices and conventions to adhere to them as some local
leaders revealed:
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[Extract from group interview]
Local leader 2 (Afrancho, rural): Participation in cleaning activities is
compulsory …especially with the cleaning of the dumpsite and the public
toilets on Sundays. …This is because we do not usually experience disease
outbreaks in this community.
Local leader 1 (Afrancho, rural): Anyone who absents himself/herself is made
to pay a fine of GH¢ 15 [About US$4].
While no quantifiable evidence of the health benefits of such social activities existed,
a cursory walk through some communities showed cleaner physical environment—
something that is in no doubt beneficial to health. However, the extent to which social
capital served as a buffer against health was also demonstrated in the form of the
assurances or even trust which people had in the willingness of their acquaintances to
go out of their way to assist or sympathise with them in times of need—health-related
issues in this regard. Thus, the [expected] resources embedded in social networks were
an assurance of welfare. However, disappointments from such assurance were
inevitable given the erratic nature of everyday life challenges.

6.3 Discussion
The chapter has demonstrated that a strong relationship exists between social capital
and health-related well-being among both urban and rural residents. It has also
revealed some of the mechanisms through which social capital operates. However, the
findings show that the relationship is not always beneficial to health. Therefore, they
do not consistently support the hypothesis that SC—in its varied forms—has a positive
impact on health. Thus, the chapter foregrounds the less obvious existence of a
negative influence of social capital on health and well-being.

Of the three types of social capital, bonding was found to play a more influential role
in fostering health in rural areas. Having even one source of it reduced the incidence
of physical health problems and improved HRQoL. Bonding social capital was a
source of refuge against life’s everyday challenges. It assisted in disease prevention as
well as in curing and managing conditions; and it provided support in undertaking
everyday chores and activities during ill health. Bonding social capital sometimes
ensures physical health with a safeguard by encouraging people in close-knit groups
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not to engage in practices and make choices that are harmful to their health as studies
elsewhere have found (Hyyppä, 2010; Lindström, 2008).

As inconsequential as these effects may seem, studies indicate that the absence of close
social support is associated with premature death across countries (Goldsteen et al.,
2015). This study substantiated this global finding by showing that the absence of
bonding social capital is associated with poor HRQoL and expressions of distress by
some participants in the present study. Indeed studies attest that an ample amount of
bonding social capital alleviates and even prevents distress (Beaudoin, 2009;
Ferlander, 2007). Chen and Meng (2015) have observed that in China tight-knit
associations improve health status among rural people. However, these findings
contradict those of Mitchell and LaGory (2002) who found a negative relationship
between bonding social capital and health. This assertion of Mitchell and LaGory
(2002) however does not differ significantly from the qualitative findings of this study.
Accounts of some participants through in-depth interviews showed that an abundance
of bonding social capital can put pressure on relatively wealthy individuals. At the
same time, it encourages others within the social circles to ‘free ride’— by shifting
their responsibilities/expectations onto others (Halpern, 2005; Kawachi et al., 2013).
Thoits (1995) opines that close-knit networks are sometimes a source of strain which
promotes family disintegration and disappointments which can lead to poor health
outcomes (Bruhn, 2009; Ferlander, 2007). Even inaction by some close social
acquaintances—such as death—had serious ramifications for physical health and wellbeing. Increased anxiety and a disorderly lifestyle as a result death of a close relative
was a significant observation. Loss of a close relative meant the loss of a relative who
acted as a crucial control mechanism against poor health-related choices. This
substantiates the seminal contribution of Putnam (2000) who asserted that the presence
of social capital (in particular close ties) might serve as a physiological triggering
mechanism for stimulating the immune system to combat diseases and relieve stress.
Bonding social capital, therefore, makes both negative and positive impacts on health
and well-being from both qualitative and quantitative perspectives.

The relationship between bridging social capital and health status, which was observed
in urban areas and among the general population, points to the importance of owning
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weaker ties rather than the more tight-knit ties of bonding social capital, as Granovetter
(1973) argues. Bridging network was essential for many, considering the low levels of
bonding social capital amongst urban residents. Some previous studies support this
finding by indicating that bridging social capital is a source of new information.
Bridging social capital usually has a significant impact on health and other aspects of
livelihood (Burt, 1992). Having some source of bridging social capital enables people
in even single households to endure the difficulties that accompany illness. This is
quite inconsistent with the work of Chen and Meng (2015) who found a positive
relationship between bridging social capital and health status at the community level
rather than the individual level as found in the present study. High levels of bridging
social capital, according to many studies reduce gaps in socioeconomic status between
different groups especially urbanites (Chen & Meng, 2015; Szreter & Woolcock,
2004a).

In urban areas such as Kumasi, extraneous factors such as ethnicity and joblessness
create gaps in socioeconomic status that potentially impinge on health. The accounts
of participants showed that the presence of bridging provided instrumental and
informational support, which assisted even possibly marginalised groups (Bruhn,
2009; Wakefield & Poland, 2005). The results also suggest that bridging social capital
acts as a buffer to protect health and well-being by encouraging practices that
indirectly improve well-being and reduce the possibility of using therapeutic health
services. Bridging social capital provided opportunities for routine exercising together
with neighbours and other community members in both rural and urban settings. There
is a precedent to this finding. In Florida in the USA, Derose (2008) found that
increased bridging social capital—in terms of ethnic diversity—was related to lower
rates of preventable hospitalisation among adult populations. This attributable to
access to health information which promoted healthy living and subsequently reduced
the need for curative health services.

Notwithstanding, the negative influence of the relationship between bridging social
capital and well-being among rural residents presented itself at a different phase (i.e.
later than the prevention phase) in the trajectory between wellness and the need for
healthcare services. This finding largely backs the call to scrutinise the quality of
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support offered by bridging and other forms of social capital (Halpern, 2005; Lin,
1982). There is an indication from the qualitative part of the study that bridging social
capital sometimes leads to poor health by encouraging self-medication through
misinformation on the treatment of suspected health conditions. In part, this can be
attributed to the remote nature of bridging social capital, which leaves room for
hearsay and misinterpretation, and the wrong application of even credible information.
As a result, bridging social capital, just like bonding social capital, may impinge on
health status and well-being although many have demonstrated and exalted its positive
sides (Granovetter, 1973; Kim et al., 2008; Woolcock & Narayan, 2000).

Contrary to the hypothesis, linking social capital had a negative association with health
status among urban residents. This is quite surprising considering that urban dwellers
are usually well-resourced and connected to institutions and appropriate networks with
viable access to health services. However, reflection on how linking social capital is
constructed explains this finding. Firstly, linking social capital, as stated earlier, is
typically associated with economically and educationally advantaged members of
society. Given this, the resources derived from linking social capital belong to a
privileged few. The rest of the population gain access to these resources through
alternative routes—e.g. bridging social capital—which explains the unequal
distribution of linking social capital. Although linking social capital was
comparatively higher for urban dwellers, inequitable distribution of the resources (e.g.
medical advice and financial support) promotes marginalisation. Such uneven
distribution potentially reinforces existing inequalities rather than closing the gaps (de
Hart & Dekker, 2003; Szreter & Woolcock, 2004a; Wakefield & Poland, 2005). Some,
therefore, argue that social capital itself “is not an abstract entity; it is not something
that distributes itself equally and diffusely over the entire social arena, like a sort of
rain” (de Hart & Dekker, 2003, p. 165).

The findings from the qualitative part of the study partially support this assertion. The
positive impact on health and well-being that some participants reported was mainly
due to the advantaged position they shared with well-resourced persons. Some
participants boasted about their connections with people in power or, at the least, those
people perceived as knowledgeable and outside their usual social circles.
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The unequal distribution of linking social capital can also be attributed to factors such
as nepotism and corruption within ethnically diverse urban settings, such as one
investigated in this study (KMA, 2013; Szreter & Woolcock, 2004a). Nepotism and
corruption deprive most vulnerable and disadvantaged persons of the opportunity to
benefit from resources embedded in weak ties (linking social capital in this regard),
which consequently results in unsatisfactory conditions (Szreter & Woolcock, 2004a).
Halpern (2005) therefore contends that the effect of linking social capital, for instance,
depends on the underlying level of inequality, which may present a varied picture at
the micro or individual level. Similarly, Elgar et al. (2011) concluded from their study
of social capital, health, and well-being in both developed and developing countries
that it is essential to address social inequalities in the contribution of social capital to
the health of the population.

Moreover, the positive association between linking social capital and health service
utilisation (use of emergency room services) can be explained by the ease of access to
health services that is offered through associations with advantaged people in both
rural and urban localities. Possibly, this also explains the negative association between
linking social capital and self-rated health and HRQoL. It suggests that the incidents
of poor health, which were reported to the interviewee during the research, may have
been paltry. It is possible that the purpose of proclaiming poor health status was a
means to merely maintain connections with their more influential counterparts and not
necessarily their actual state of being. This is backed by the work of (Avogo, 2013) in
Ghana where social resources such as ‘social control’ emerged as significant predictors
of morbidity. This is also consistent with the work of Derose (2008) in the USA who
found a positive association between linking social capital and higher preventable
hospitalisation. Thus, linking social capital may encourage people to take actions that
demonstrate their poor health status.

Notwithstanding, the above arguments are not a dismissal of the [potential] positive
role of linking social capital in HRQoL. Indeed, studies have consistently
demonstrated that linking social capital provides with opportunities for even the most
vulnerable members of societies to take charge of their lives (Cattell, 2001; Chen &
Meng, 2015; Ferlander, 2007). It improves their chances of gaining the appropriate
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contacts for various purposes—providing access to new information and resources for
self-empowerment (Ferlander, 2007). This provides a likely explanation for the
positive association that this study found between linking social capital and the use of
emergency room services in both urban and rural settings. However, this finding is
contestable because higher rates of the use of curative health services may themselves
be an indication of poor health. A study among rural and urban Chinese adults adds
further weight to the positive association between linking social capital and health.
Chen and Meng (2015) observed that linking social capital improves health status in
urban areas, but not in rural localities. This indicates that, in situations of equitable
distribution and access to linking social capital, many are better off health-wise.
Moreover, the type of support and resources offered by each of them speaks about their
influence on health and well-being (Halpern, 2005). For example, linking social capital
may have an influence that is more meaningful; the type of support it offers often
comes from experienced persons and professionals. Indeed, it seems from the
qualitative aspects of the study that the help and advice provided by other forms of
social capital tend to be referrals to the resources associated with higher order
relationships such as linking social capital.

Despite the discrepancies between the three types of social capital—bonding, bridging,
and linking social capital— in relation to HRQoL, a positive relationship was observed
among the general population when all of them were brought together. This finding
shows that although the types of social capital differ as per their sources, their functions
are complementary (Halpern, 2005; Uphoff, 2000). In working together, all the sources
of social capital provide a buffer against negative impacts while strengthening the
positive effects of one another. For instance, in their study about the effect of social
capital on health, Berbrier and Schulte (2000) found that binding integration (bonding
social capital for example) tends to be more related to costs (i.e. a negative impact)
while non-binding integration (or what Granovetter (1973) termed ‘weak ties’) was
more related to rewards (i.e. a positive impact). The cumulative effects of each of these
types of social capital, they claim, is what affects the health and well-being of people
(Berbrier & Schulte, 2000). Thus, when considered holistically, each of these forms of
social capital complements the others for the greater well-being of individuals and
groups.
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Among urban residents, participating in addressing communal problems—civic
participation—was positively associated with HRQoL. This was hypothetically also in
line with the finding that involvement in community activities reduces the chances of
being hospitalised, or using emergency or curative health services. Studies indicate
that such activities tend to be a breeding ground for heterogeneous networks including
linking and bridging social capital. Such networks tend to provide new information
which is necessary for healthiness (Kim et al., 2008). Although no statistically
significant association was observed in rural areas, the benefit of being involved in
communal activities in rural areas cannot be downplayed. Findings from in-depth
interviews showed that the collapse of civic participation caused a major dent in the
HRQoL and well-being of rural residents by leading to a reduction in preventive
practices such as sanitation—a potential recipe for the spread of communicable
diseases. Scholars argue that in highly cohesive societies, communal level activities
serve as a springboard for members to share opinions towards addressing common
problems (Ferlander, 2007). Szreter and Woolcock (2004a) note that such communal
activities help civic to leverage their fair share of development including access to
health-related resources from relevant authorities and institutions as evidenced in
especially rural communities in this study.

Moreover, existing social expectations, sanctions, and practices serve as a buffer
against poor health by preventing potentially harmful behaviour such as smoking, as
shown by the results. Durkheim (1897) notes that even for the most individualistic
acts, the conduct of individuals are inherently shaped and well understood when that
behaviour was situated within the characteristics of the community and the
relationships in which such individuals are involved. It is not a coincidence that an
inverse indirect relationship between the chances of being hospitalised through
smoking was found in this study. Previous studies back this finding. For instance, in
highly cohesive neighbourhoods, individuals are more likely to indulge in physical
activities such as exercise that are known to promote better physical and mental wellbeing (Jongeneel-Grimen et al., 2014). Nieminen et al. (2013) also found in Finland
that healthy practices such as physical exercise mediated the association between civic
participation and health status. However, it is useful also to consider that the effective
contribution of civic engagement towards individual health and well-being is
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predicated on the fit between individuals and their social environment in the face of
prevailing norms, sanctions and rewards (Elgar et al., 2011). For example, the ability
and willingness of non-indigenes to accept and participate in longstanding social
practices in their new environments may determine how civic participation shapes
health-related outcomes.

The extent to which social capital provides a buffer against poor health-related wellbeing is also linked to abstract elements such as belief and trust in others. Kim et al.
(2008) assert that such cognitive factors present the strongest association with health
at individual levels. It was the positive association between trust and healthcare
assistance, which afforded some participants the confidence to remain hopeful about
the willingness of their social relations to come to their aid in times of affliction.
Erickson (2003) contends that people are healthier and do better when they know many
different people even casually. Similarly, Lin (2011a) argues that being assured of
one’s worthiness through recognition as an individual or member of a given society or
group provides assurance of belonging and fairness and emotional support which
promote well-being.

Although no significant independent statistical effect was observed between
associational life and either health status, HRQoL or physical health, the findings from
the qualitative part of this study suggest otherwise. The qualitative findings show that
there is a positive connection between associational life and health status. This is
because some group norms and regulations tended to prohibit certain negative social
behaviour such as alcohol intake while encouraging behaviours that promote health
such as exercising as was observed in the mediation analysis. Consequently, these
essentially reduce the frequent use of emergency room services, which signifies an
improvement in health. This finding is partly due to the need to fit into social
organisations such as religious groups. The need to fit in required conformity—
something which many are sometimes forced do to avoid social sanctions and
degenerating accolades (Halpern, 2005; Luzzati, 2000). For these reasons, studies
across the globe support the claim, which is corroborated by the findings of this study,
that group activities are associated with lower odds of poor health and well-being
(Hurtado et al., 2011). Kawachi et al. (1997) for instance opine that being a member
178

of a group positively affects HRQoL to an extent where a link could be drawn between
such associations and general mortality rates. Associational involvement tends to be a
buffer against deleterious behaviours while at the same time serving as a conduit for
critical health-related information (Cattell, 2001; Groot et al., 2007).

6.4 Conclusion
This chapter has examined the hypothesis (hypothesis i, page 72) that social capital
has a positive effect on health and well-being. The findings did not entirely support
the hypothesis despite using several health-related outcomes. While many positive
associations were observed, including its buffering effect against health-damaging
choices, negative influences were found in equal measure among both rural and urban
people. This supports the conclusion that social capital can be both a problem and a
solution as regards its effect on health and well-being (Ferlander, 2007).
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CHAPTER 7
SOCIAL CAPITAL, HEALTH LITERACY, AND HEALTH
7.0 Introduction
This chapter focuses on how social capital (SC) affects the relationship between health
literacy (HL) and health-related outcomes from both statistical and in-depth inquiries.
The chapter examines three main hypotheses: i. Health literacy has a positive effect on
health and well-being; ii. Health literacy is likely to have a positive effect on health if
social capital is high, and iii. Rural people are likely to rely more on social capital than
urban residents in relation to health literacy. This chapter thus focuses on domain ‘B’
in figure 3 in chapter 2 (page 57).
7.1 Health Literacy and Health-Related Outcomes
Health literacy (HL) positively predicted well-being among urban residents and the
general population but not among rural dwellers after adjusting for relevant
sociodemographic and health-related variables as table 14 depicts. Among rural, urban
and the general population, the state of health literacy was inversely associated with
the rate at which people were hospitalised. Thus, people with sufficient health literacy
were less likely to be hospitalised as shown in table 14. The use of emergency room
services was also inversely associated with the level of health literacy among rural
residents but not urban or the general population (see table 14). On self-rated health
status, health literacy positively predicted the outcome among rural residents as shown
in table 14. However, health literacy did not significantly predict HRQoL. The
observed results nonetheless support the primary hypothesis that there is a positive
relationship between health literacy and health-related outcomes.

7.2 Influence of Social Capital on Health Literacy
Further to the results above, several analyses were carried out to ascertain whether
high social capital shapes the relationship between health literacy and health. Three
health-related outcome measures namely HRQoL, use of emergency room services
and self-rated health status were considered.
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Table 14: Health Literacy as Predictor of Health-Related Outcomes by Multiple Hierarchical Regression ab
Self-rated health
β
Urban
-.001

Rural
-.16*

.012

-.11*

-.020

-.020

JHS

-.202

-.037

SHS

-.271

-.119

Tertiary

-.227

.075

Selfperceived
literacy
Household
size
Economic
status
(Ref = Low)
medium

.128

.108

.092

.19**

High

.127

.14*

Age

Sex
(Females)
Education
(Ref = Never)
Primary

Rate of hospitalisation
β

Emergency room visits
β

All
.112
*
.063

Urban
.18***

Rural
.31**

All
.26***

Urban
.463*
**

Rural
.51***

All
.49***

Satisfaction with life
and well-being
β
Urban
Rural All
-.053
-.059
-.039

HRQoL
β

.18**

.13**
*

.16***

.17**
*

.12**

.16***

.088

.059

.048

-.057

-.094

-.090

.019
.096
.153
.074
.091

.169

.06

.08

-.074

-.01

-.027

-.023

-.091

-.052

-.029

.059

.35*

.06

.14

-.059

-.08

-.049

-.322

-.097

-.21*

.31**
*
.40**

-.094

.028

.51**

.10

.21*

.073

-.04

.031

-.46*

-.259

.38*

-.160

-.012

.35**

.10

.13

-.025

.00

-.017

-.45**

.049

.35**
-.18

.27*

-.032

.010

.06

.038

.024

.056

.042

.14

.15*

.15**

.03

.040

.040

-.008

.114*

-.026

Urban
.004

Rural
.32***

All
.19***

-.04

.17*
**
.16*
**

Social status
(Ref = Low)
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.088

.007

.066

.058

.066

.079

.19*

.113

.19**
*

.025

.036

.066

Self-rated health
β

medium
High
Marital status
(married)
Income
Rural locality
Employed
Exercise
Routine body
check-up
Owns health
insurance
Length of
stay

Urban
.113

Rural
-.182

.19*

-.098

-.002

All
.062
.013

.032

-.069

.14**

.027

.029

-.10

.029

HL

.16

.15*

R2
Adjusted R2

.13
.08

.15
.10

.047
.08
.06

Rate of hospitalisation
β
Urban

-.125
.017
.078

.26***
.11
.08

Rural

All

-.07
.17**
.09

.039
-.11**
.10*
.08*

-.06

-.04

.11**
.17
.14

Emergency room visits
β
Urban

Rural

All

.21**
*

-.064

-.073*

Satisfaction with life
and well-being
β
Urban
Rural All
.070
.136
.10
.077
.19***

.151
-.093

.10
.14**
*
.057

.069

.063

-.023
.15**
.066

.052
-.016

.01
.072
.083

.10

.118

.102*

HRQoL
β
Urban

Rural

All

-.039

.092

.059

-.068
-.013
.17**
*

.21***
.076

.09**
.17***

.08*

.14**

11*

.13***

-.085

-.067

-.08*

-.065

-.073

-.077

-.18**

-.04

-.16**

-.08

.37***

.012

.21**

.012

.012

.01

.12
.10

.22
.19

.30
.28

.25
.23

.25
.19

.23
.16

.26
.20

.06
.03

.14
.11

.05
.01

Note: N (Overall) = 779, N (Urban) = 413, N (Rural) = 366. **Significant at the 0.01 level (2-tailed) *significant at the 0.05 level (2-tailed). a The results are
from step 2 of the regression model. b Empty matrixes show sociodemographic variables that were not controlled for the respective health-related outcome
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7.2.1 Bonding Social Capital and Health Literacy
Among the overall study population, the interaction term between health literacy and
bonding social capital positively and significantly predicted HRQoL (β= 0.203, p<
.01) as shown in table 15. The subsequent simple slope analysis (see figure 17A)
showed that the effect of health literacy on HRQoL was positive at the high level of
bonding social capital (β = 0.35, p < .001) but negative and significant (β = -0.297, p
< .01) at low levels of bonding social capital. Among urban people, the interaction
term negatively predicted use of emergency room services as shown in table 16. This
indicates from the surface that having access to bonding social capital strengthens the
association (negative association) between health literacy and use of emergency room
services (β= -0.105, p< .05). The simple slopes analysis (figure 18A) somewhat
confirmed this finding by indicating that when bonding social capital is high, its effect
on the relationship between health literacy and use of emergency room services among
urbanites was negative and significant (at 90% confidence level) (β = -0.183, p < .10).
However, at a low level of bonding social capital, the effect was positive and
nonsignificant (β = 0.135, p > .10).

Finally, among rural residents, the interaction term between health literacy and
bonding social capital positively influenced the relationship between health literacy
and HRQoL (β= 0.184, p< .01) (table 16). In the simple slopes analysis, high bonding
social capital strengthened the positive association between health literacy and HRQoL
(β = 0.376, p < .001) and at low levels of bonding social capital, a negative and
significant effect was observed (β = -0.230, p = .05) as shown in figure 19A. Similarly,
the interaction term between bonding social capital and health literacy had an adverse
effect on the use of emergency room services (β= -0.150, p< .01) (table 17). High
bonding social capital had negative and significant effect on the relationship between
health literacy and use of emergency room services (β = -0.246, p < .05) whereas low
bonding social capital positively strengthened the relationship between health literacy
and use of emergency room services (β = 0.244, p < .05) as shown in Figure 19E. From
this perspective alone, the effect of health literacy on health was significant when
bonding social capital was high in line with the hypothesis.
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In-depth interviews showed that bonding social capital was a primary source of
numerous health information, which was usually followed by instrumental actions in
the form of assistance in applying a specific information. In relation to healthcare,
many relied on their close acquaintances as the first point of call to read and explain
medical instructions even for prescribed drugs. For older persons, the role of bonding
social capital went beyond reading and comprehension of health information. They
depended on their close ties to engage effectively with the health system:
I have to be accompanied by one of my family members to take my medical
instructions and show me what to do there whenever I have to go the hospital
(Ama, 105 years, Krobo, rural)
In-depth discussions showed that younger adults often desisted from tapping the
resources embedded in their close social ties. Mostly, this had to do with shyness in
drawing the public’s eye to one’s health-related knowledge deficiencies as some
participants alluded. However, despite its important role in transmitting and applying
relevant health knowledge, support through bonding social capital was sometimes
carried out in a manner that endangered health. This is especially true for potentially
vulnerable groups such as children and the aged who depended on their close
connections to make the majority of their heath related decisions for them including
sticking to prescribed treatment regimen as one health professional elaborated:
Recently, a 3-year-old girl was brought in with severe malaria. …This was a
girl I had treated for the same condition a month before. …The mother
confirmed to me that she ceased the treatment when she realised that the
child’s condition was normalised” (Medical officer 1, rural)
7.2.2 Bridging Social Capital and Health Literacy
Bridging social capital negatively shaped the effect of health literacy on use of
emergency room services (β= -0.089, p< .05) as shown in table 15. Simple slopes
analysis showed that health literacy negatively affected the use of emergency room
services when bridging social capital was high (β = -0.232, p < .05). However, low
level of bridging social capital did not significantly affect the use of emergency room
services (β = 0.018, p > .10) (see figure 17D). This was contradicted by the finding
that health literacy negatively influenced health status when bridging social capital
was considered (β= -0.093, p< .05) (table 15). Simple slopes analysis (figure 17E)
showed that health literacy negatively (nonsignificant) affected health status when
bridging social capital was high (β = -0.093, p > .10) while low levels of bridging
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social capital positively and significantly (at 90% confidence level) affected
relationship at hand. (β = 0.169, p < .10). This was similar to findings among both
urban and rural people.

Among urban residents, the interaction between health literacy and bridging social
capital rather had a negative and significant effect on health status (β= -0.135, p< .05)
(see table 16). The simple slopes analysis (figure 18B) confirmed this finding. Health
literacy negatively (although non-significant) affected relationship health status when
bridging social capital was high (β = -0.042, p > .10). However, with low bridging
social capital, a positive and significant effect was observed (β = 0.338, p < .01).
Likewise, health literacy produced a negative effect on HRQoL when it interacted with
bridging social capital (β= -0.161, p< .01) (table 16). Having high levels of bridging
social capital impinged on the positive relationship between health literacy and
HRQoL (β = -0.137, p > .10) whereas having less of it affected the relationship
positively (β = 0.283, p < .01) (see Figure 19B). On one breath, the findings portrayed
bridging social capital as an essential conduit for enhancing health literacy, which in
effect reduced unnecessary use of health services. However, it also suggested that
minimal amount of bridging social capital was rather useful for health concerning
health literacy. This was not surprising because people of single households and those
without diversified networks (for instance educated persons) sought for support similar
to that of bonding social capital from their loose networks. Both rural and urban
persons relied on a few of such weak networks to obtain and understand health
information and seek knowledge on health conditions and other health-related
concerns as one participant’s experience revealed:
When there is a bodily symptom that I am not conversant with, I show it to one
senior woman in this neighbourhood. …When I saw rushed on my baby’s skin,
I went to see her. I thought it was measles, but she explained that it was only
heat rash. Ever since I changed how I dressed the baby, and I applied her
remedies. The rashes have since gone down (Ophe, 37 years, Tafo, urban)
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Table 15: Social Capital, Health Literacy (HL), and Health among Overall Population
HRQoL
β
Age a
Gender (Female)
Education
Marital status
(Married)
Employed
Income a
Health insurance
Economic status a
Social status a
Household size a
Locality (Urban)
HL a
Group support a
Bonding a
Bridging a
Linking a
Civic participation
Cognitive social
capital a
HL x Group support
HL x Bonding SC
HL x Bridging SC
HL x Linking SC
HL x Citizenry
participation
HL x Cognitive SC
R2
Adjusted R2

Emergency room
β

Self-rated health
β

Step 1
-.214**
-.088**
.001
.066

Step 2
-.215**
-.083*
-.019
.062

Step 3
-.178**
-.080*
.000
.051

Step 1
.063
.111**
.085*
.057

Step 2
.066
.107**
.026
.065

Step 3
.068
.111**
.022
.063

Step 1
-.118**
-.099**
-.020
.080*

Step 2
-.116**
-.097**
-.030
.078*

Step 3
-.106**
-.091**
-.031
.076

.010
.026
.113**
.141**
-.098**
-.034
.080*

.007
.019
.105**
.144**
-.095*
-.031
.085
.023
--.054
.046
-.057
.019
.074*

-.002
.024
.104**
.141**
-.090*
-.024
.099*
.026
--.009
.024
-.034
-.001
.065

-.052
.019
.031
-.050
.069
-.032
.062

-.050
.026
.029
-.064
.073
-.026
.055
-.078
.004
.027
-.042
.106**
---

-.044
.021
.027
-.060
.071
-.024
.064
-.107**
-.030
.027
-.038
.112**
---

.035
-.040
.045
.199**
-.016
.017
.047

.035
-.045
.048
.202**
-.019
.022
.036
.019
-.041
-.007
.134**
-.054
-.009

.036
-.043
.046
.204**
-.022
.026
.044
.038
-.058
.003
.132**
-.047
-.009

Note:
N = 779, a Treated as continuous
variables
***Significant at the ..001 level (2tailed) **Significant at the 0.01
level (2-tailed).
*Significant at the 0.05 level (2tailed),
--

-.20***
-.055
.052
-.10***

.098
.085

.108
.087

-.051
.159
.133

.119**
.015
-.085*
-.010
--

.035
.021

.048
.026
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-.062
.034

.070
.033
-.093*
.043
--

.070
.056

.083
.061

-.059
.094
.068

Variable omitted due to weak
association with the outcome
variable.
Collinearity tests indicated that
multicollinearity (VIF < 10 and
Tolerance > 0.3) was not a concern.

The damaging effect of high bridging social capital on health literacy and healthrelated knowledge was complex. Some revered people imparted health-related
information that rendered the recipients at risk of a worsened health condition such as
this incident:
“I used to take blood pressure to the hospital for treatment. …However, one of
my friends advised against taking the prescribed drugs [orthodox drugs] for
blood pressure as it can lead to impotence. …He said one of his neighbours
told him. …He recommended a herbal drug for me. …So I now take homemade
concoctions (consisting of herbs) for my condition” (Tawa, 56 years, Achiase,
rural).
Bridging social capital was thus the likeliest conduit for transmitting misconstrued
health knowledge as some information wandered through several channels before
finally reaching users as was observed in chapter 6.
7.2.3 Linking Social Capital and Health Literacy
Linking social capital was associated with negative influence on health literacy on use
of emergency room services (curative or therapeutic services) (β= - 0.169, p< .01)
(table 17). However, at both high (β = -0.112, p > .10) and low levels of linking social
capital (β = 0.110, p > .10), no significant effect was found although the direction of
effects was by the expected results (see figure 19F). This finding was thus not
expatiated. This is not to argue that linking social capital is not influential for health
literacy.

7.2.4 Associational Involvement and Health Literacy
The interaction term between health literacy and group support positively predicted
use of emergency health services (β= 0.123, p< .01) among the overall population. A
further scrutiny using simple slopes showed that high group support had positive (but
non-significant) effect on the relationship between health literacy and use of
emergency room services (β = 0.136, p > .10). However, having low group support
strengthened the negative effect of health literacy on use of emergency room services
(β = -0.350, p< .01) (see Figure 17C). Consistent with the overall population, a positive
effect was observed on use of emergency room services when health literacy interacted
with group support among rural residents (β= 0.180, p< .01). According to figure 19D,
at high level of group support, the effect on relationship between health literacy and
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use of emergency room services was positive and significant (β = 0.309, p < .01) and
at low level of group support, the effect was negative and significant (β = -0.311, p <
.05). This meant that having more group support increased the rate of use of curative
health services even with high health literacy levels. Thus, group support tended to
dampen the negative relationship between health literacy and use of emergency room
services by encouraging the use of curative services when it is high and the vice versa
although not among urban residents. This was somehow affirmed by the in-depth
discussions with participants. Support through groups extended to issues relating to
healthiness by empowering members to take charge of their health through the
efficacious use of health services such as proper use of drugs. Some of these teachings
evidently manifested in the lives of some participants:
I used to stop taking my medications whenever I got a bit well …However, I
learnt it is best to complete the entire prescription every time. …I learnt this
through teachings at the mosque (Amine, 26 years, Tafo, rural)
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Figure 17: Effect of interaction terms between health literacy and social capital and health – Overall a
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Table 16: Social Capital, Health literacy, and Health in Urban Localities
Model

Age a
Gender (Female)
Education
Marital status (Married)
Employed
Income a
Health insurance
Economic status a
Social status a
Household size a
HL a
Group support a
Bonding a
Bridging a
Linking a
Citizenry participation a
Cognitive social capital a
HL x Group support
HL x Bonding SC
HL x Bridging SC
HL x Linking SC
HL x Citizenry
participation
HL x Cognitive SC
R2
Adjusted R2

HRQoL
β

Emergency room
β

Step 1

Step 2

Step 3

Step 1

Step 2

Step 3

-.037
-.062
.033
-.033
.011
.009
.134**
.056
.047
-.015

-.039
-.062
.055
-.029
.008
.008
.120*
.075
.059
-.013
-.037
.039
.019
--.015
-.155**

-.044
-.071
.046
-.007
.009
.009
.114*
.073
.052
-.007
-.022
.022
.015
--.015
.166**
.087
.077
.075
-.051
.010

.445**
.180**
.075
-.03**
-.130
.059
-.086
-.026
-.039
-.042

.437**
.177**
.059
-.029
-.128**
.067
-.087
-.020
-.046
-.037
-.012
.014
.061
-.032
-.012

.428**
.172**
.041
-.020
-.129**
.066
-.087
-.008
-.057
-.039
-.024
.018
.067
-.030
-.013

.027

.025
.033
-.103*
-.016
-.011

.084

.038
.014

.065
.025

.025
.10
.047

.201
.173

.207
.181

.048
.219
.181

Self-rated health
β
Step
1
-.026
-.080
-.002
.001
.045
-.037
-.035
.147*
.121
.000

.070
.047

Step 2

Step 3

-.006
-.085
-.078
.007
.043
-.038
-.033
.145*
.123
-.002
.108
-.012
-.148**
-.094
-.074

.001
-.078
-.078
.003
.043
-.040
-.033
.149*
.121
.001
.148
-.027
-.151**
-.089
-.083

-.059

-.055
.068
--.135**
.052
.044

.102
.064

-.114
.071

Note: N = 413, a Treated as continuous variables ***Significant at the ..001 level (2-tailed) **Significant at the 0.01 level (2-tailed). *Significant at the 0.05
level (2-tailed) --Variable omitted due to weak association with the outcome variable. Collinearity tests indicated that multicollinearity (VIF < 10 and
Tolerance > 0.3) was not a concern.
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In fact, health education was a prominent feature for many associations even those whose
primary objective was not about health. Health promotion messages on hygienic living and
prevention of common ailments were usual and were transmitted unconsciously through
associational activities and practices such as this:
…Oh yes. …Sometimes the church invites doctors to talk to us about health issues.
Recently when the Ebola pandemic was on the rise in neighbouring countries, we
received a talk on two occasions about it in our church … (Osaa, 37years, urban)
Such environments stimulated consciousness about health and the need to seek professional
help. Some groups organised for members to receive both preventive and curative services
including appropriate referrals. This explains the statistical observation.
Figure 18: Effect of interaction terms between health literacy and social capital and healthUrban Residents a
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Table 17: Social Capital, Health Literacy, and Health in Rural Localities
HRQoL
β

Emergency room
β

Self-rated health
β

Step 1
Step 2
Step 3
Step 1
Step 2
Step 3
Step 1
Step 2
Step 3
Age a
-.303**
-.314**
-.258** .480** .480**
.441**
-.166**
-.192** -.183**
Gender (Female)
-.099*
-.070
-.076
.114*
.101*
.094*
-.109*
-.092
-.095
Education
-.026
-.080
-.081
.045
.071
.065
-.020
.050
.042
Marital
status
.094
.053
.056
-.066
-.046
-.036
.143*
.106
.103
(Married)
Employed
-.011
-.004
-.036
-.055
-.059
-.029
.016
.017
.007
Income a
.028
.023
.029
-.059
-.051
-.069
-.089
-.082
-.084
Health insurance
.084
.079
.079
.016
.025
.011
.114*
.130*
.120*
Economic status a
.183**
.221**
.194**
-.115
-.151*
-.117
.219**
.208
.203**
Social status a
-.171**
-.165**
-.152*
.218** .221**
.214**
-.109
-.097
-.095
Household size a
-.047
-.043
-.037
-.005
-.001
.000
.016
.027
.031
HL a
.075
.073
-.024
-.001
.075
.075
Group support a
-.024
-.004
-.021
-.078
-.040
-.057
Bonding a
-.084
-.036
.077
.027
.018
.036
Bridging a
.053
.008
-.010
.016
.090
.078
Linking a
-.114
-.065
.109*
.051
-.020
-.001
Citizenry
.138**
.099
-.071
-.063
.069
.053
participation a
Cognitive SC a
.073
.052
-.023
-.011
.104*
.103*
HL x Group support
-.001
.18**
.061
HL x Bonding SC
.18***
-.150**
.043
HL x Bridging SC
-.16***
-.049
-.080
HL x Linking SC
.069
-.17***
.068
HL x Citizenry
-.096
.072
.012
participation
HL x Cognitive SC
-.15***
-.079
-.098
2
R
.153
.193
.269
.275
.296
.364
.108
.131
.146
Adjusted R2
.129
.154
.220
.255
.296
.362
.082
.088
.110
Note: N = 366. a Treated as continuous variables ***Significant at the ..001 level (2-tailed) **Significant at the 0.01 level (2-tailed). *Significant at the 0.05 level (2-tailed) -Variable omitted due to weak association with the outcome variable. Collinearity tests indicated that multicollinearity (VIF < 10 and Tolerance > 0.3) was not a concern.
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Figure 19: Effect of interaction terms between health literacy and social capital and health- Rural a
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7.2.5 Civic Participation and Health Literacy
Civic engagement (citizenry participation) was only influential among the overall
population and not among rural or urban residents. The interaction term between health
and citizenry participation negatively predicted HRQoL (β= -0.097, p< .01) as shown
in table 15. Although not significant, participating in addressing communal problems
(citizenry participation)—either low (β = 0.096, p > .10) or high (β = -0.044, p > .10)
dampened the positive relationship between health literacy and HRQoL (see figure
17B). The actual impact of citizenry participation on the influence of health literacy
and HRQoL, therefore, seemed to lie outside the two points of considerations.
However, the two slope analyses suggested that lower levels of civic participation
strengthened the positive relationship between health literacy and HRQoL.
Notwithstanding, this finding is neither discussed nor further explored from a
qualitative perspective.

7.2.6 Cognitive Social Capital and Health Literacy
The cognitive social capital was only significant among rural residents. The interaction
term between health literacy and cognitive social capital produced a negative effect on
HRQoL (β= -0.151, p< .01) (table 17). Cognitive social capital, therefore, showed
similar influence as bridging social capital among urban residents (Figure 19C). On
the one hand, a negative, although the nonsignificant effect was observed (β = -0.061,
p > .10) when cognitive social capital was high. On the other hand, a positive and
significant effect was observed when cognitive social capital was low (β = 0.207, p <
.05). Health literacy was therefore only positive for health when cognitive social
capital was low among rural dwellers. From the in-depth discussions, one’s
willingness to seek health-related knowledge was conditioned by cognitive elements
such as trust and sense of fairness— e.g., the belief that a particular institution or
individual would handle one’s health information with care. Some participants,
therefore, trusted religious leaders and few others for health-related knowledge:
“For my health issues, the advice I value the most are the ones I receive at the
church from the Reverend minister …For the Reverend, I can trust him to share
only the right information. …He will not discuss my private health issues with
anyone else (Sammy, 42 years, Ahodwo, rural).
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However, the cognitive elements also had their dark sides. For instance, trust in the
health system and competencies of health personnel led to situations where some
people failed to take further precautions concerning their health:
I mostly do not bother to read the instructions and the clinical particulars of
my drugs …Why should I read it? …. Oh, the doctors and pharmacists have
read to their understanding before they prescribe the drugs, so there is no need
for me to read or bother someone to read for me. …I just have to remember to
take them (Victor, 32 years, Oforikrom, urban)
This perhaps buttresses why high levels of cognitive elements potentially induced poor
HRQoL. Moreover, while the quantity and depth of impact cannot be ascertained here,
it is apparent that social capital was more influential in rural areas than urban
concerning the influence of social capital on health literacy. A comparison of the sizes
of the adjusted R-squared of the statistical models for the two groups provides support
to this assertion. Moreover, more social capital proxies significantly affected the
relationship between health literacy and health.

7.2.7 Social Norms, Beliefs, Practices, and Health Literacy
The choices people made as regards seeking and applying health knowledge had much
to do with the principal cultural elements such as norms, belief systems, and practices.
Such social norms and practices shaped health-related knowledge and dictated the
meaning ascribed to many health conditions as well as even common health
information. Spirituality was one of such meanings as some participants linked
especially chronic illness to spiritual connotations:
I do not discuss my ailments with anyone. …This is because the diseases that
I suffer from [ulcer and diabetes] are satanic/spiritual diseases, so I am careful
not to publicise it so that no one gets to know and perhaps makes it more severe
(Abena, 55 years. Afrancho, Rural).
To this end, some people were even willing to forgo seeking relevant health knowledge
owing to the spiritual meanings attached to some health matters. Some of these
practices had been carried out for over centuries, and current generations felt obliged
to stick to them even in the face of new knowledge or scientific evidence to the
contrary:
…New mothers often listen to their mothers and mother-in-laws than health
workers. …Until someone’s baby is harmed, they do not take our advice. ..Such
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practices make it difficult to transmit new knowledge to them because they have
different beliefs (Klet, Health Officer, urban)
Moreover, among both rural and urban residents, many attributed their health-related
well-being to the uptake of certain traditional medicines and practices passed onto
them through generations of practice. A critical aspect as observed was to the effect
that such knowledge and practices were not considered as first aid but an end in
themselves. The dominance of such knowledge, however, had more to do with
cognitive precepts such as trust, beliefs and sense of familiarity in what was
normatively accepted. However, in as much as some of the conventional health
knowledge had the potential to impinge on health, others, in unpredictable ways,
helped in preventing diseases and promoting health. Belief in spirituality encouraged
some participants to do right by their health although the authenticity of such effects
was questionable:
…After the death of my four children, I almost became a drunkard. ..One night
my dead children told me in a dream to put a stop to it (alcoholism), so I
discarded all the alcoholic drinks I had with me and stopped the palm wine
tapper from supplying me with the alcohol” (Dor, 70 years, Achiase, rural).
Perhaps, this suggested that the effect of social capital on health literacy and health
extended beyond the physical presence of persons within the networks.

7.2.8 Deliberate Dependence on, and Construction of Social Connections for
Health Literacy
Reliance on social networks for health-related knowledge and in the application of
health information to aid in the health-related quality of life and well-being was a
conscious and strategic decision People—regardless of their age, gender, and stature
in societies wittingly activated various forms of social capital for health purposes.
Some even consciously forged relationships with strangers for the sake of health
information and knowledge:
“Yes (I usually discuss my health issues with others), even when I meet people
on the streets, I ask for health tips if need be. …You see I do not even know you
[the interviewer], but I have asked you for help [to cure her flu]. Who knows,
maybe the person I least consider may be the one with the best solution for my
ailment (Julia, 28 years, Achiase, rural)
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Others also felt the need to make conscious attempt to build a strong relationship with
health professionals to benefit from their pool of knowledge. This was particularly
noticeable among people with children or chronic ailments. Thus, those who
considered themselves vulnerable to diseases deliberately carved particular social
connections that had the potential to consistently yield vital health information as part
of measures to prevent diseases and improve health as one person advocated:
“…Every person needs to have a doctor or nurse as a friend so that in times of
sickness, you can contact them for help. …I have a nurse as a friend who is
even like a sister to me and I talk to her about my health (Akua, 42 years, Tafo,
urban).
Indeed, medical professionals in this study insisted that certified medical professionals
should be the only source of health-related information rather than ordinary social
networks, due to dangers of worsening health conditions. Moreover, while many
participants demonstrated familiarity with dosage and even means of administration
of different kinds of drugs—being it orthodox or traditional drugs— issues relating to
side effects of drugs were often overlooked by the health professionals. This left a
significant care gap, which eventually was taken up by social capital. For instance,
many resorted habitually to their social acquaintances for advice on the changes they
see in their bodies while taking some medications instead of seeking professional help:
“I was attacked by malaria recently. …I went to the hospital [name withheld],
and I was given some drugs. …After the first day, the illness was getting worse.
On the second day, I felt nauseous. I hurled every time I ate. Sometimes, there
were some strange things in my vomit. …I suspected the drug as the cause so I
asked my neighbour at home and he told me it was nothing to worry about, and
that the drug worked like that sometimes. …On the fourth day, I felt too weak
I could not do anything. I asked to be retaken to the hospital. …That was when
I was told that the drug had an element [sulphur] which is not good for my
system and that the strange things in my vomit were my stomach lining which
was peeling off as reaction to the drug” (Suk, 35 years, Bantama, urban)
Such reliance potentially resulted in life threatening conditions, barring the right
information and directives from one’s social networks.

7.3 Discussion
The chapter examined the direct and interactive relationship between social capital
(SC), health literacy (HL) and health among rural and urban people. The results add
weight to the first hypothesis that health literacy has a positive effect on health. It also
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supports the hypothesis that social capital is more influential among rural people in
relation to health literacy. However, the assumption that health literacy is likely to
have a positive effect on health if social capital is high was not supported entirely.

Low health literacy renders a person unable to read or to comprehend basic health
information, or effectively use health information and, as a result, remaining confused
concerning where and how to access relevant health information and knowledge. Such
persons, according to various studies, also have the tendency to misinterpret health
symptoms, which increases the risk of serious health conditions and the likelihood of
hospitalisation (Baker et al., 1998; Mayeaux et al., 1996). The results are also
explained by the fact that low health literacy has been consistently related to the limited
use of preventative health services. Such conduct increases the possibility of using
therapeutic health services as well as being hospitalised due to delayed recourse to
health services (Fernandez et al., 2016). Per these explanations, it is not surprising
that a positive association was observed between health literacy, and health-related
well-being, although its effects emerged differently amongst rural and urban residents.
For instance, health literacy was only associated with self-rated health status in rural
areas. This signifies that possession of skills to read, understand, and apply health
information/messages tend to be more vital for disadvantaged persons. The finding is
also buttressed by how health literacy predicted the use of emergency room services
only in rural communities. Thus, having adequate health literacy may encourage
healthy practices and promote the use of preventative health services, which in turn
promote health even though access to healthcare as shown in chapter 5 lags behind
among rural residents.

Another explanation has to do with the ability of health literate persons to function
adequately within and outside of healthcare. The ability to effectively communicate
with health professionals, and adhere to medical instructions, for instance, promotes
proper healing and prevents immediate reoccurrence (Safeer & Keenan, 2005;
Wangdahl et al., 2015). People with adequate health literacy understand and can seek
information about their ailments and remain on the alert to prevent or perpetuate
current ill-health conditions (Gazmararian et al., 2003). Significantly, this is why
people with adequate health literacy professed to be satisfied with their lives and
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expressed a sense of well-being. Adequate health literacy is known to affect well-being
and everyday life choices (Berkman, Sheridan, Donahue, Halpern, & Crotty, 2011;
Black et al., 2013; Nutbeam & Kickbusch, 2000). In a study in Japan, Tokuda et al.
(2009) discovered that low health literacy is independently associated with poor wellbeing. However, the findings here are inconsistent with a related one in rural and urban
Taiwan where health literacy levels did not predict self-rated health status or use of
healthcare among the general population (Lee et al., 2012). This is surprising given
that health literacy is widely regarded as a key determinant of health. Others even
assert through empirical studies that health literacy is not a strong marker of health
status (Lee et al., 2009). Despite the inconsistency, the results herein—from both
qualitative and quantitative approaches—proclaim health literacy is an essential asset
for health and well-being between both population groups of interest.

Notwithstanding, the relationship between health literacy and health-related wellbeing was critically influenced by the degree of available social capital elements. The
interaction effect of social capital on the relationship between health literacy and health
showed inconsistent yet intriguing results. The results rendered the hypothesis not
entirely true because there were indications of the negative influence of social capital
on some of the health-related outcomes. High social capital levels did not always
positively affect the relationship between health literacy and health as hypothesised.
Despite the apparent inconsistencies, the findings support the assertion that even those
who lack relevant skills can rely on their social networks and the resources embedded
in such networks to acquire and make sense of health knowledge and information (Lee
et al., 2010; Levin-Zamir & Wills, 2012; Papen, 2009; Pescosolido, 1992)

Bonding social capital provided a direct impact on what people know about health and
subsequently on health outcomes. Health literacy benefited individuals with high
bonding social capital as opposed to those with low bonding social capital among the
population as whole and rural residents. This presumably explains the reduced use of
emergency room services in both urban and rural areas. The association between health
literacy and health was, therefore, more influential among rural residents than urban
dwellers, when bonding social capital was at an elevated level. The mere fact that the
nature of bonding social capital normally made it the first point of contact for health
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information can explain its critical influence on health literacy. Given the right
conditions, bonding social capital offers consistent disease prevention and health
promotion information at the lowest cost regarding the time spent in accessing the
resources, and the financial cost in reaching the persons and physical proximity to this
resource compared to other forms of social capital. Moreover, studies also indicate that
people with especially low health literacy—particularly functional health literacy—
are reluctant to admit to having reading or understanding difficulties (NielsenBohlman, Panzer, & Kindig, 2004). In fact, a study in Atlanta, George, found that
persons with reading problems are often ashamed and hide their inability to read
(Parikh et al., 1996). To this end, one could argue that it is easier to confide in close
relatives—who are also readily available most of the times—for health information
and advice, as some participants demonstrated in the qualitative part of the present
study.

The strengthened relationship between health literacy and HRQoL is also explained
by the role of close relatives within clinical settings. As some studies suggest, the
presence of close relatives draws more attention to patients (Labrecque et al., 1991).
Close relatives also serve as an alternative conduit for disbursing health-related
knowledge as some elderly persons in this study revealed. These findings are
consistent with those of Kim et al. (2015) who observed a moderating effect that
bonding social capital has on the relationship between health literacy and health
information-seeking intentions in highly urbanised cities such as Seoul in South Korea.
However, as the findings also indicate, the reliance on close relatives for health
information—either directly or indirectly—can also be damaging to health. Such
practices are likely to distort health information even when the information emanates
from the right source (Mazer et al., 2014). This has more to do with the competence
of the person who is entrusted with the health information, or who conveys general
health information—whether he/she is capable of understanding the information (Burt,
1992; Cannone, 2009; Lin, 1982; Portes, 1998). Notwithstanding these dilemmas,
bonding social capital, being readily available, is pertinent for delivering health-related
knowledge and information and explains why it affects the relationship between health
literacy and health.
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Bridging social capital presented interesting but confusing findings. Contrary to
expectations, it seems from the quantitative parts of the analysis that having more of
bridging social capital results in a bad health as compared to low levels of it, which
tend to improve health. Being a relatively weaker tie, it possibly makes sense that one
may not need many sources of bridging social capital for it be useful in relation to
health literacy. Network scholars tend to agree that ties that serve as bridges in
networks might be more helpful in accessing resources embedded in a given social
structure (Burt, 1998; Lin, 2001). It thus only makes sense that even a few sources of
bridging social capital produced better health outcomes. It is possible that having more
sources of bridging social capital produces redundant information although this
explanation is widely attributed to bonding social capital (Burt, 1992). Moreover,
people with limited health literacy exhibit behaviours including watching or
mimicking the behaviour of other people (Safeer & Keenan, 2005). This potentially
explains why high levels of bridging social capital [and associational involvement and
citizenry participation] interact less with health status. These three forms of social
capital give opportunities to people with relatively weaker social ties to watch and
learn from others within their neighbourhoods and even entire communities. The
distortions and the eagerness to be like others tend to inhibit appropriate health
knowledge transmission.

Nevertheless, the results also showed that high levels of bridging social capital reduce
the use of curative health services—which hypothetically means improved health. This
observation is collaborated by an earlier work in Korea where bridging social capital
significantly moderated relations between health literacy and health (Kim et al., 2015).
Apparently, this contradicts the finding above. The qualitative part of the results helps
to explain the confusion. It could be deduced that bridging social capital encourages
indulgence in home care or even self-medication—even for non-prescribed medicines
as some participants demonstrated. Such practices eventually reduce the direct use of
curative services even when a person may need them. Thus, while health literacy may
minimise the use of emergency health services (Baker et al., 2004; Rasu et al., 2015),
the presence of bridging social capital tended to ensure a significant reduction in the
use of emergency health services for both good and bad reasons.
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Bridging social capital, per the qualitative findings, also reintroduced cultural and
certain normative beliefs and practices—such as the use of traditional drugs and
spirituality—into health knowledge and health information of those who needed health
services. The use of alternative methods is sometimes rejected as it may not be their
first choice of health services for many people (Makinen et al., 2011; Salisu & Prinz,
2009). Nonetheless, such information reduces the use of orthodox or formal health
services as will be seen in chapter 8. This feeds into the findings of Lori et al. (2014)
when they studied the relationship between health literacy among groups of women in
a similar setting in Ghana. Many of the women tended to heed to traditional health
information as opposed to advice from orthodox health personnel (Lori et al., 2014).
To this end, it can be argued that bridging social capital suffers from certain inherent
deficiencies as the clarifications of some participation showed. For instance,
information on prescriptions and methods of handling specific health matters through
bridging social capital were sometimes conveyed impersonally which potentially
resulted in distorted messages.

The deliberate and strategic association with health personnel and people with
knowledge about health potentially produces positive outcomes on health literacy
because of association with health workers increase self-efficacy and health
knowledge, which in turn have a positive effect on healthy choices (Chen et al., 2013).
Thus, the issue of doubt over the quality of resources embedded in such relationships
to a greater degree is not much of a matter in this instance. This explanation is
consistent with the findings of Yang and his colleagues in Taiwan (Yang et al., 2013).

One can ascribe the continual dependence on social connections for health-related
information to the gaps in health information delivery by the entire health system.
Moreover, when this practice is juxtaposed with other elements in decision-making,
such as trust and sense of fairness, it echoes the finding that without access to an actual
health-literate person, this venture becomes extremely risky—as the choices of some
participants have shown. Given this, the call for simplifying health information—
which does not offend anyone—becomes even more indispensable (Mayeaux et al.,
1996). Coupled with the dissonance between the opinion of health professionals and
individuals on the role of social capital in health literacy, a contention therefore arises
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as to where and how to appropriately place the role of social acquaintances in the
dissemination of health information. Should it be encouraged or discouraged? While
social connections can sometimes be a nuisance in transmitting health information
from the perspective of health professionals (Mayberry et al., 2014), they are usually
seen as beneficial to obtaining adequate health information from the demand side of
the spectrum (Labrecque et al., 1991).

It is reasonable to advocate for a middle way—one which situates a role for available
relatives and friends of low health-literate persons— considering the persistent
presence of such networks in the everyday lives of individuals in the study context.
This position is conterminous to the results of a recent study in the Netherlands which
found that people with better access to medical information supplied by their social
networks have a more positive attitude towards taking an active role in medical
decision-making (Brabers et al., 2016). The presence of social support through social
networks can alleviate confusion among people who have inadequate knowledge about
the health delivery system. These social networks improve the communication gaps
between the public and health professionals as was found in this study.

Contrary to the hypothesis (IV, page 72), having limited group support (rather than
high group support) strengthened the negative relationship between health literacy and
the use of emergency room services among rural dwellers and the general population.
This finding is similar to that of bridging social capital. However, it is inconsistent
with earlier studies in Ghana (Lori et al., 2016) and many other contexts where
involvement in group activities has been identified as a key determinant of health
literacy (Black et al., 2013; Viswanath, 2008). Nonetheless, in explaining these
inconsistencies, it is plausible that excessive health information through extensive
group activities—as some participants attested—may cause panic rather than selfefficacy. This may precipitate the unnecessary use of health services due to overly
exaggerated and repeated information within groups such as religious ones. For
instance, religious activities (in which many participants were involved) bombard
members at almost every event with health-related information. Koenig (2009) has
asserted that despite their potentially positive impacts on health, religious activities,
for instance, are sometimes intricately entangled with neurotic and psychotic disorders.
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Thus, rather than boosting health literacy, high levels of group support may encourage
choices that lead to an excessive use of curative health services—something
extensively associated with persons with inadequate health literacy (Cho et al., 2008;
Rasu et al., 2015). It can also be argued that the positive association between group
support and use of emergency health services in the face of health literacy may also be
a demonstration of increased access to healthcare. Studies in other contexts posit that
being able to use health services regularly is also an indication of access to healthcare
even for those with low health literacy. It may thus not necessarily be a sign of poor
health or low health knowledge (Baker et al., 2004). This is where some of the positive
attributes of group support such as knowledge about health promotion—in the form of
hygienic living and proper dieting—as demonstrated by some participants come to
bear. From this perspective, group support is an essential element for improving health
literacy as w hypothesised.

A similar observation as perceived in bridging social capital and group support was
also detected about the effect of the interaction between health literacy and cognitive
social capital, on HRQoL among rural people. A positive influence was only observed
when cognitive social capital was low whereas high cognitive social capital had a
negative effect. This observation can be explained from the qualitative part of the study
where people tended to heed information provided by specific people based on
elements such as trust and a sense of fairness. Selection of sources of health
information/knowledge were thus underpinned by abstract elements (Lubetkin et al.,
2015). The high levels of cognitive social capital in rural enclaves as observed earlier
explain the comparatively poor health status among rural persons. Trust in persons
who are known to have professional or experiential knowledge about health matters
potentially have a better impact on health literacy and subsequently HRQoL. Without
caution, individuals with low health-related knowledge and with increased cognitive
social capital—as the experiences of some participants suggested—can turn the focus
away from the need to evaluate health information to make informed health-related
decisions. This lack of discernment about where medical information comes from can
be injurious to HRQoL. Studies indicate that the injudicious use of health information
tends to be common among people with low health literacy. Such people
indiscriminately trust the advice of family, friends and religious leaders who are
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considered to be knowledgeable, as some participants in the present study reported
(Lubetkin et al., 2015).

The nature of cognitive social capital makes it easier to trust information from close
acquaintances due to long-term understanding between parties. The fostering of
cognitive elements such as trust, fairness and mutual respect is a lengthy process
(Misztal, 2013; Ostrom & Ahn, 2003). The time needed for it is not usually available
to ordinary citizens, health professionals and other knowledgeable persons who can be
classed as providers of linking social capital. The same is not true for those with
chronic health problems, as in their case there is time to build-up trust and respect. On
the contrary, some studies posit that cognitive elements such as trust do not affect
reliance on health professionals for information, nor create doubt about the information
provided through such bodies of networks (Gutierrez et al., 2014; Lubetkin et al.,
2015). In the case of persons with low health literacy, distrust may arise because of a
lack certainty and understanding. In a state of confusion, they are likely to abandon
credible health information in favour of unreliable alternatives (Manganello &
Clayman, 2011). Such confusion, potentially explains why cognitive elements of
social capital are important in promoting health literacy even within clinical settings
such as those studied by Dawson-Rose et al. (2016).

Moreover, misconceptions and divergent understanding of certain health conditions
that arose from different norms and social practices spoke volumes about the state of
health literacy. Low levels of health literacy explained the ease with which people
disregarded health knowledge even from astute health professionals. In Ghana, many
still tie together so many factors in the social system as a possible explanation for the
course and cause of illness (Twumasi, 2005). Such reliance on social factors, partly
explains why older and experienced persons such as grandparents are relied upon
continually as repertoires of health knowledge, especially in rural areas, as some
studies in Ghana have also observed (Gupta et al., 2015). This finding was preceded
by others that provided qualitative evidence to the effect that people in both rural and
urban areas of Ghana sometimes connect the aetiology of chronic diseases such as
diabetes and epilepsy to spiritual connotations. Such a contextual knowledge makes
the management of chronic diseases more challenging (Aikins, 2005; Gyasi et al.,
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2016). Nevertheless, different perceptions and attitudes towards the spiritual
inclinations about some health conditions especially among orthodox health
practitioners reveal the gaps in health service delivery (Gyasi et al., 2016; Twumasi,
2005).

The health system showed low cultural responsiveness and therefore was unable to
provide care for patients/persons with diverse values, beliefs, and behaviours
adequately. For instance, by relying on close relatives and other patients as translators
(as it happened in many health facilities visited), this portrayed a lack of sensitivity to
alternative beliefs and practices and elicited the potential for unsatisfactory outcomes.

The dominance of traditional/conventional practices presents an alternative avenue to
transmit appropriate health-related knowledge to those in need. The recognition and
adoption of relevant conventional practices into mainstream health promotion and
disease prevention messages can be a subtle way to change the public mindset on
alternative knowledge and practices. For example, health personnel could be
encouraged to prescribe certified conventional practices to patients/public. Such as
approach will be particularly critical among rural residents where the demise of
traditional knowledge is not nigh—as long as traditional societies continue to exist
(Twumasi, 2005). To this, Papen (2009) suggests that it is critical that health literacy
is understood as a situated social practice and that it is a shared resource frequently
achieved collectively by groups of people, for example, families. The broader
community and social aspect of health literacy both within and outside of clinical
settings are therefore critical to improving health and well-being of individuals.

7.4 Conclusion
This chapter has examined the complex relationships between different forms of social
capital and health literacy, and its subsequent effect upon rural and urban people. The
findings support the hypothesis that there is a positive relationship between health
literacy and health. However, the relationship is either stronger or weaker depending
on the level and form of social capital a person possesses and whether a person lives
in a rural or urban area. Thus, it does not matter that the degree be always at high level,
as earlier studies tend to advocate (Kim et al., 2015; Putnam, 2000). In this study, the
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divergent effects of different degrees of linking social capital and civic participation
could not be ascertained statistically.

Of further interest, was the significant role of social capital on health literacy among
rural residents (disadvantaged groups) as compared to urban dwellers. The findings
and the follow-up discussions show that the presence of different forms of social
capital enhances understanding of how health literacy affects health especially when
it is considered in the context of prevailing social norms, beliefs and practices of
different groups. These findings, including both the negative and positive aspects,
generally support the conviction that “social interaction is the basis of social life, and
social networks provide the mechanism (interaction) through which individuals learn
about and come to understand”—for instance, health matters (Pescosolido, 1992, p.
1096).
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CHAPTER 8
SOCIAL CAPITAL, ACCESS TO HEALTHCARE AND HEALTH-RELATED
WELL-BEING
8.0 Introduction
Largely, extant research concurs that high access to health-related services improves
health and well-being. This chapter not only examines this assertion but also
investigates whether and how social capital (SC)—all its forms, affects the relationship
between healthcare access and health-related well-being. The chapter addresses these
hypotheses: i. High access to healthcare has a positive effect on health and well-being,
ii. The positive relationship between access to healthcare and health-related well-being
is conditioned on the high stock of social capital, and iii. About healthcare access, rural
people are likely to rely more on social capital than urban residents. The chapter thus
focuses on domain ‘A’ in the conceptual framework of the study (page 57).

8.1 Access to Healthcare and Health-Related Outcomes
Table 18 shows that availability of health facilities was associated with self-rated
health status among urban but not in rural residents. Availability of services was also
associated with subjective well-being among urban dwellers and the overall population
but not in rural populations. Thus, when the availability of health services was not a
challenge, people rated their health and well-being better although nothing of such sort
was observed among rural residents. On accessibility to health services, it positively
predicted only self-rated health status among urban residents and the general
population. Moreover, affordability of healthcare was inversely associated with
physical health among rural residents and the overall population. This essentially
meant that when healthcare was affordable, less physical health problems were
reported and the vice versa. Moreover, people—those in rural areas were more likely
to use emergency health if the services in question were acceptable—per the
characteristics of the services. Subsequently, this had a positive effect on their general
well-being. However, accommodation to health services was not associated with any
of the selected health-related outcomes. Although each of the dimension of access to
healthcare did not significantly predict all of the health-related variables of interest,
the results, as shown in table 18 largely supports the claim that access to healthcare do
have a positive influence on health and well-being
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Table 18: Access to Healthcare and Health-related Outcomes
Self-rated health a
β

Age
Sex (Females)
Education
(Ref = Never)
Primary
JHS
SHS
Tertiary
Self-perceived
literacy
Household size
Economic status
(Ref = Low)
medium
High
Social status
(Ref = Low)
medium
High
Marital status
(married)
Income
Rural locality
Employed
Exercise
Routine body
check-up
Alcohol intake

Emergency room visits b
β

Urban
-.068
-.011

Rural
-.18**
-.13*

All
-.15**
-.074

Urban
.47***
.17***

Rural
.50***
.12**

All
.49***
.15***

Satisfaction with life and
well-being c
β
Urban
Rural
All
-.059
-.063
-.05
.089
.046
.05

-.020
-.062
-.038
-.055

-.032
-.073
-.177
.034

-.022
-.050
-.097
-.041

-.083
-.086
.039
-.053
.020

-.008
-.091
-.072
-.026
.042

-.029
-.066
--.040
.04

-.020
-.166
-.174
-.124
.151

-.083
-.072
-.24*
.031
.115

-.037
-.078
-.166
-.027
.13**

.027

-.14*

-.06

.119
.14*

.19**
.15**

.17***
.16***

.14
.24**

.01
.09

.08
.18***

.109
.17*

-.19**
-.106

-.066
.005

.091
.071
-.22***

.134
.141
-.086

.10
.10

.052

.06

-.036
.19*
.076

.12*
-.002
.092

-.064

-.07*
-.061

(Poor) Physical health d
β
Urban
.038
-.025

Rural
.201
.038

All
.11**
.01

-.125
-.097
-.110
-.081
-.034

-.029
.017
.020
-.001
-.035

-.083
-.056
-.039
-.037
-.025

.16**

.024

.10**

-.15**
-.067

.017

.064

.044
-.019
.17***

.21***
.078

.09**
.12***
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.014
.04
.08*

Self-rated health a
β

Emergency room visits b
β

Satisfaction with life and
well-being c
β
Urban
Rural
All
.091
.14*
.11**

(Poor) Physical health d
β

Urban
Rural
All
Urban Rural
All
Urban
Rural
All
Owns health
-.054
.13*
-.012
-.18*** -.072
-.13***
insurance
Length of stay .035
-.081
-.012
-.082
-.058
-.08*
-.08
-.065
-.074
.010
.009
.043
Availability .107*
.019
.065
-.088
.053
.126*
.065
.12**
-.069
.041
-.012
Accessibility .12***
.060
.088** .020
.041
.027
--.049
-.030
-.019
.012
-Affordability --.013
--.032
.026
-.013
-.063
.091
.027
-.078
-.16*** -.11**
Acceptability .031
.098
.058
.020
.105*
.060
-.049
.14**
.060
--.046
-.013
Accommodation -.015
.037
--.058
.037
-.034
.063
-.021
-.01
.100
-.040
.039
R2 .16
.17
.10
.22
.31
.25
.24
.27
.24
.09
.08
.06
Adjusted R2 .09
.10
.06
.19
.27
.23
.16
.19
.20
.05
.04
.05
Note: N (Overall) = 779, N (Urban) = 413, N (Rural) = 366. **Significant at the 0.01 level (2-tailed) *significant at the 0.05 level (2-tailed). a The results
are from step 2 of the regression model. b Vacant matrixes show sociodemographic variables that were not controlled for the respective health-related outcome
-Variable omitted due to weak association with the outcome variable.
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8.2 Access to healthcare, Health, and Well-being: Influence of Social Capital
The results are presented with a focus on the significant interactions between access
to healthcare and respective health-related variables.

8.2.1 Bonding Social Capital and Access to Healthcare
Bonding social capital was only significant among rural residents. A positive effect
was observed on use of emergency room services when bonding social capital
interacted with access to healthcare (β = 0.13, p< .01) (see Table 21). This effect was
positive at high levels of bonding social capital (β= 0.267, p < .01). Having low
bonding social capital marginally reduced the effect of access to health on use of
emergency room services (β= -0.177, p < .10) (see Figure 22 C). Thus, high bonding
social capital encouraged the use of curative services. Unlike in urban areas, the extent
of bonding social capital went beyond nuclear families to include extended families
and even close neighbours in rural communities. The scope of effect accounted for its
significant influence, which was primarily in instrumental and economic forms (E.g.,
financial help, assistance in seeking care, and provision of medication) as one
participant described:
The income from my business (crop farming activities) is yearly based. …So I
usually face financial challenges during the lean season. …When it comes to it
[in need of money for healthcare], I rely on my brother-in-law for help. …He
lives not far from my house (OM, 65 years, Krobo, rural).
Sometimes, relatives who could not help in cash (for others to access healthcare) rather
recommended treatment options, which had consequences for when (decision) and
how (e.g. accompanying a person) medical attention was sought. For mild health
issues, homemade therapies and medications were encouraged to treat such cases
informally with the benevolence of people in their close circles. Moreover, having
more sources of bonding social capital ensured access to resources embedded in
weaker social networks especially among rural residents whose physical access to
health facilities and health personnel was comparatively challenging.
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Table 19: Results of Regression Analysis of Interaction Effect of Social Capital and Access to Healthcare on Health-Related
Outcomes: Overall Population
Well-being
β
Agea
Gender (Female)
Education
Marital status (Married)
Employed
Incomea
Health insurance
Economic statusa
Social statusa
Household sizea
Locality (Urban)
Access to healthcare a
Group support a
Bonding a
Bridging a
Linking a
Citizenry participation a
Cognitive SC a
Access x Group support
Access x Bonding SC
Access x Bridging SC
Access x Linking SC
Access x Citizenry
participation
Access x Cognitive SC
R2
Adjusted R2

Step 1
-.072
.046
--.133**
-.007
.064
.061
.195**
.105*
-.071*
.046

Step 2
-.079*
.048
--.138**
-.005
.068
.052
.179**
.101
-.066
.007
.056
.101**
-.023
---.013
-.004

.151
.139

.162
.142

Emergency room visits
β
Step 3
-.074
.045
--.140**
-.004
.069
.058
.178**
.107*
-.067
.009
.052
.097*
-.020
---.009
-.005
-.022
.006
--.023
-.051
.166
.140

Step 1
.063
.111**
-.085*
.057
-.052
.019
.031
-.050
.069
-.032
.062

Step 2
.062
.106**
-.091*
.062
-.055
.024
.033
-.064
.078
-.031
.062
-.035
.001
.030
-.043
.104*
-.047
--

.035
.021

.045
.024

Step 3
.065
.102**
-.088*
.059
-.051
.025
.035
-.075
.085
-.034
.069
-.036
-.018
.038
-.031
.116**
-.039
--.011
.014
--.11***
.027
-.064
.037

Self-rated health
β
Step 1
-.118**
-.099**
-.020
.080*
.035
-.040
.045
.199**
-.016
.017
.047

Step 2
-.121**
-.098**
-.022
.076
.037
-.046
.047
.204**
-.023
.022
.032
.026
-.038
-.009
.135
-.055
.013
--

.070
.056

.083
.062

Step 3
-.124**
-.094**
-.027
.068
.034
-.050
.039
.222**
-.026
.019
.042
.025
-.038
-.011
.137**
-.055
.016
-.11***
.032
.063
-.087*
.030
-.103
.075

Note: N = 779, a Treated as continuous variables ***Significant at the ..001 level (2-tailed) **Significant at the 0.01 level (2-tailed). *Significant at the
0.05 level (2-tailed), --Variable omitted due to weak association with the outcome variable. Collinearity tests indicated that multicollinearity (VIF < 10
and Tolerance > 0.3) was not a concern.
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8.2.2 Bridging Social Capital and Access to Healthcare
Bridging social capital was also only effective among rural people. Amongst them, one’s wellbeing was positively predicted by the interaction between access to healthcare and bridging
social capital (β = 0.132, p< .05) (table 21). This association was however only significant at
high levels of bridging social capital (β = 0.334, p < .001) as opposed to its low levels where
the effect of access to healthcare on well-being was negative and nonsignificant (β = -0.014, p
> .10) (Figure 22B). Bridging social capital provided richer instrumental and informational
support for healthcare access, which had eluded tight-knight groups.
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Figure 20: Simple slopes analyses for interaction effect of access to healthcare and social capital on health a
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Among rural people, bridges with others particularly made provision for transportation
and offered the assurance of help in critical conditions and at odd hours of the night.
In the absence of cars, people in such networks were called upon to help carry the sick
to seek medical attention. The assurances of support through bridging social capital
were also demonstrated through financial assistance. Usually, close ties of those in
need activated such support as this incident in one rural community portrays:
People here are impoverished. For instance, one girl whom I had graded as a
pauper went into labour here (CHPS compound) so the clinic pre-financed her
cost. … Later, I called her boyfriend to settle the bills. …He came [with some
of his friends], but he did not have any money. …He sought for permission to
make payment later in the day. …Interestingly, the friends he came with went
around from house to house to ask for help from their peers to settle the debt.
…They were able to raise part of the amount of money (Medical officer 1,
Achiase, rural).
Bridging social capital was also a source of information, which aided in the decision
about healthcare seeking. Such support systems were however, not always elicited
deliberately but coincidentally as the experience of another participant demonstrated:
….I fell sick some time ago. …The illness was severe, and it got to a time that
I was even vomiting blood. I spent all my savings on drugs. I visited several
hospitals, and I tried several herbal medicines all to no avail. Later my sister’s
friend helped by directing me to see a pharmacist at Tech (a suburb of the city).
…He prescribed some pills to be taken
for a week. Afterwards, my illness vanished! The drugs he prescribed was not
even expensive (Kwakye, 50 years, Tafo, urban)
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Table 20: Results of Regression Analysis of Interaction Effect of Social Capital and Access to Healthcare on Health-Related Outcomes
among Urban Residents
Well-being
β

.

Agea
Gender (Female)
Education
Marital
status
(Married)
Employed
Income a
Health insurance
Economic status a
Social status a
Household size a
Access to healthcare a
Group support a
Bonding a
Bridging a
Linking a
Civic participation a
Cognitive SC a
Access x Group
support
Access x Bonding SC
Access x Bridging SC
Access x Linking SC
Access x Citizenry
participation
Access x Cognitive
SC
R2
Adjusted R2

Emergency room visits
β

Step 1

Step 2

Step 3

Step 1

Step 2

Step 3

-.025
.040
.061
-.216**

-.031
.039
.045
-.232**

-.014
.027
.053
-.234**

.445**
.180**
.075
-.028

.442**
.173**
.083
-.025

.441**
.170**
.084
-.020

.061
.049
.050
.238**
.039
-.042

.064
.054
.039
.233**
.039
-.045
.029
.094
-.048
.002
-.062
-.005

.055
.052
.050
.224**
.052
-.042
.017
.089
-.040
.004
-.081
-.032
-.046

-.130**
.059
-.086
-.026
-.039
-.042

-.133**
.066
-.079
-.029
-.036
-.040
-.071
.006
.066
-.003
.036
-.023
.027

-.136**
.063
-.083
-.030
-.044
-.035
-.071
.007
.077
.009
.040
-.025
.024
-.009

.137
.115

.151
.117

Self-rated health
β
Step
1
-.044
-.006
.005
-.007

Step 2

Step 3

-.043
-.002
.019
-.012

-.049
-.004
.016
-.010

.007
-.023
-.064
.131*
.155*
.023

.013
-.025
-.073
.143*
.145
.022
.102
.036
-.108
-.140
-.040
-.074

.015
-.031
-.067
.146*
.145*
.018
.091
.026
-.104
-.140*
-.042
-.087
.066

--.049
-.071
-.064

-.068
-.043
-.004
.023

-.048
-.062
.020

-.10*

.033

-.110**

.176
.132

.201
.181

.210
.177

216

.219
.173

.076
.053

.110
.074

.128
.082

Note: N = 413. a Treated as continuous

variables
***Significant at the ..001 level (2tailed) **Significant at the 0.01 level
(2-tailed). *Significant at the 0.05 level
(2-tailed),
--Variable omitted due to weak
association with the outcome variable.
Collinearity tests indicated that
multicollinearity (VIF < 10 and
Tolerance > 0.3) was not a concern

8.2.3 Linking Social Capital and Access to Healthcare
Linking social capital showed significance for neither population groups but the
overall population. Linking social capital produced a negative effect on health status
when it interacted with access to healthcare (β = -0.09, p< .05) as shown in Table 20.
At a high level of linking social capital, the effect of access to healthcare on health
status was negative and nonsignificant (β = -0.053, p > .10). The effect was however
positive and significant at low levels of linking social capital (β = 0.21, p < .05) (see
Figure 20B). The interaction between access to healthcare and linking social capital
negatively predicted use of emergency room services (β= -0.11, p< .01). The slope
analysis (figure 20A) showed that at high levels of linking social capital, the effect of
access to healthcare on use of emergency room services was negative and significant
(β = -0.135, p < .01) and at low level of linking social capital the effect was positive
but nonsignificant (β = 0.063, p = > .10). This meant that when linking social capital
was high; people were less likely to use emergency room service even though they
may have had high access to healthcare—largely an indication of healthiness.

Figure 21: Simple slope analyses for effect of social capital (cognitive social capital) on
health-related outcomes among urban residents a
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of the regression coefficients
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Nonetheless, this could also indicate a possible underutilization of formal health
services especially if a person has connections with health personnel or individuals
who profess to know about health, which is connected to the earlier finding that
interaction of linking social capital dampens the positive effect of access to healthcare
on health status table 20. From another perspective, linking social capital was elicited
to gain access to medical services, which they would ordinarily not have owing to
usually, financial challenges. Especially in rural areas, some participants were able to
access health services even on credit due to their relationship with some health
personnel (and health institutions itself):
There was a woman in here who just left. …She recently gave birth. She came
here with no extra clothes or money to support herself. …At the time of
delivery, her labour got complicated to the extent that I had to refer her to a
higher facility. …Her husband had travelled at the time. …I know the husband,
so I had to do my best. Eventually, I had to send her to the hospital myself. ...I
had to bear the entire cost of care. …Later, her husband reimbursed me
(Medical officer 1, Achiase, rural)
Moreover, among rural inhabitants, local leaders and others in authority
conventionally sympathised and provided support to individuals and families who
faced health and other life challenges as a show of solidarity:
I have helped people with money to go to the hospital on several occasion.
...As we speak, several people have failed to pay back the monies I gave them
(Local leader 4, Apemanim, rural).
The presence of such leaders signified the support of the entire community—
something which many participants cherished and to some extent, expected. The
stories above suggest that activation of weaker ties such as bridging and linking social
capital was most prominent for therapeutic purposes when one’s health was already
deteriorating.

8.2.4 Associational Involvement and Access to Healthcare
The results indicated that the interaction term of access to healthcare and group support
positively predicted health status (β= 0.11, p< .01) among the general population (table
20). The direction of the simple slopes analysis (shown in figure 20C) showed that the
effect of access to healthcare on health status was positive and significant when group
support was high (β = 0.21, p < .01) but was negative and marginally significant when
group support was low (β = -0.162, p < .05). This indicated that that group support
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strengthened the [positive] relationship between access to healthcare and health status.
In substantiating the finding among the overall population, the use of emergency room
services was negatively predicted by the interaction between group support and access
to healthcare among rural people (β = -0.11, p< .05) (table 21). Further interrogations
showed that low level of group support positively affected the relationship between
access to healthcare and use of emergency services (β = 0.227, p < .05) as compared
to when group support was high (β = -0.137, p > .10) (Figure 22E).
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Table 21: Results of Regression Analysis of Interaction Effect of Social Capital and Access to Healthcare on Health-Related Outcomes among
Rural Residents
Well-being
β
Age a
Gender (Female)
Education
Marital status (Married)
Employed
Income a
Health insurance
Economic status a
Social status a
Household size a
Access to healthcare a
Group support a
Bonding a
Bridging a
Linking a
Citizenry participation a
Cognitive SC a
Access x Group support
Access x Bonding SC
Access x Bridging SC
Access x Linking SC
Access x Citizenry
participation
Access x Cognitive SC
R2
Adjusted R2

Emergency room visits
β

Self-rated health
β

Step 1
-.124*

Step 2
-.142*

Step 3
-.136*

Step 1
.480**

Step 2
.475**

Step 3
.460**

Step 1
-.185**

Step 2
-.207**

.045
.040
-.055
-.093
.074
.085
.142*
.164*
-.106*

.045
.078
-.047
-.093
.070
.079
.097
.147*
-.108*
.148**
.150**
--.090
.029
.041
-.023

.043
-.058
-.038
-.117*
.063
.080
.111
.138*
-.087
.161**
.165**
--.097
.029
.035
-.048
.12*
-.132*
-.053
.068

.114*
.045
-.066
-.055
-.059
.016
-.115
.218**
-.005

.099*
.045
-.047
-.049
-.052
.025
-.158
.214**
-.003
-.069
-.018
.075
-.009
.111*
-.069
-.029

.092
.035
-.039
-.056
-.041
.008
-.155*
.211**
-.014
-.045
-.038
.083
-.012
.083
-.068
-.011
-.109*
.13***
-.037
.104
.017

-.131**
.035
.159
.031
-.091
.090
.239**
-.133*
-.011

-.120*
.038
.139*
.039
-.087
.097
.225**
-.137*
-.006
.071
-.005
.025
.029
-.020
.060
.055

.138
114

.178
.141

-.028
.218
.170

.275
.255

.101*
.341
.297

.300
.266
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.125
.100

.133
.091

Step 3
.208**
-.120*
.042
.135*
.033
-.088
.090
.235**
-.143*
.004
.065
-.016
.025
--.026
.071
.043
.083
.037
--.056
.039
-.010
.143
.086

Note: N = 366.

a

Treated as continuous

variables
***Significant at the .001 level (2tailed) **Significant at the 0.01 level (2tailed). *Significant at the 0.05 level (2tailed),
--Variable omitted due to weak
association with the outcome variable.
Collinearity tests indicated that
multicollinearity (VIF < 10 and
Tolerance > 0.3) was not a concern.
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The scale used in the slopes analyses are for presentation only and not reflective of the regression coefficients

This was consistent with the positive effect of interaction between group support and
access to healthcare on well-being among rural people (β = 0.121, p< .01). In fact,
access to healthcare was only positive for well-being when group support was high (β
= 0.363, p < .001) as opposed to when group support was low (β = -0.043, p > .10)
(Figure 22A). Residents in especially rural areas relied on support from their groups
(especially religious ones) to heighten healthcare access and livelihoods. Some groups,
for instance, offered financial support to potentially vulnerable members such as older
persons to secure needed care.
…I depend on my church for money. ...The church leaders visit me every month,

and they always give me GH¢ 10 for upkeep and other expenses [About US$
2.6]” (Ama, 105years, Krobo, rural)
Other groups intermittently brought health services closer to their members through
special arrangements to deliver specific preventative and curative health services. This
was particularly noticeable in urban localities where access to resourceful persons was
comparatively high
…Two years ago, the church organised for everyone to undergo hepatitis B
tests and also made arrangements for those who tested negative to receive the
vaccines at cheaper cost (Akua, 42 years, Tafo, urban)
However, despite its positive effect, some activities and expectations within groups
were potentially dire for access to healthcare.

Many recounted experiences of

associational activities, which initially promised welfare, but later turned to be a hoax,
by rather draining members of time and money, which could have been used in
addressing other pertinent livelihood needs as some participants asserted.

8.2.5 Cognitive Social Capital and Access to Healthcare
Cognitive social capital was the only proxy that showed statistical significance among
urban residents. It interacted with access to healthcare to predict some of the healthrelated outcome variables as shown in table 19. The interaction term negatively
predicted well-being (β = -0.100, p< .01). Simple slopes analysis (see figure 21A)
showed that at high levels of cognitive social capital, the effect of access to healthcare
on well-being was negative and nonsignificant (β = -0.093, p > .10) and at low level
of cognitive social capital, the effect was positive and marginally significant (β =
0.127, p < .10). A similar observation was made when the interaction between
cognitive social capital and access to healthcare was regressed on health status (β = 222

0.111, p< .05). Elevated levels of cognitive social capital negatively affected the
relationship between access to healthcare and health status (β = -0.038, p < .10).
However, the effect was positive and significant when cognitive social capital was low
(β = 0.206, p < .01) (Figure 21B). Thus, having low cognitive social capital tended to
have a positive effect on the extent to which access to healthcare affect health and
well-being as compared to having high levels of it, among urban residents.

While urban people needed only low amounts of cognitive social capital, rural
residents required high stock for it to be beneficial for access to healthcare. The use of
emergency room services was positively predicted by the interactions between
cognitive social capital and access to healthcare (β = 0.10, p< .05) (see table 21) among
rural residents. The slope analysis also showed that having high cognitive social capital
positively influenced the relationship between access to healthcare and use of
emergency room services among rural people (β= 0.137, p < .05) while it negatively
(nonsignificant) affected the relationship (β= -0.047, p > .10) as shown in figure 22D.
Thus, among rural residents, high cognitive social capital encouraged rural people who
ordinarily had low healthcare access to take up curative services.

In-depth interviews support these findings by evidencing the different and complex
ways in which cognitive social capital operated. Willingness and ability to access
healthcare—even if people had ample access, depended on the extent of elements such
as trust and sense of belonging. Recommendations by people regarded as trustworthy
extensively shaped decision about when which and even how health services were
undertaken. Some participants thus insisted on consulting only health professionals
about matters of healthcare. Moreover, such cognitive elements even extended to
religious beliefs, which in some communities dictated the level of access people
possess due to religious attachment to operations of some health facilities as this case
showed:
The attendant of the only drug store here is a Jehovah Witness, so she often
closes the drug store to attend religious meetings. …We [community leaders]
tried to get an assistant so that the shop will stay open all day but we realised
that Jehovah Witnesses have issues with employing people who do not share
their religious beliefs. …So our efforts have proven futile (Local leader 2,
Afrancho, rural)
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Furthermore, cognitive elements sometimes led some participants to compromise their
health by waiting long hours to get treated by health officers of their choice by the trust
they had in some specific personnel as one participant recounted:
There was a time …somebody came here (CHPS compound) while I was away
for lectures. …She was also severely ill and weak, but she sat in front of the
health facility for several hours waiting for me to come back. …Her family
even suggested taking her to another hospital, but she insisted on being treated
by me. I called another person to take her to the Ejisu (District Hospital)
…When they got to the hospital, she was admitted for a week (Medical officer
1, Achiase, rural)
Moreover, juxtaposing these findings from both research strands, the hypothesis that
social capital is more influential among rural residents than urban residents is
supported. The explanatory coefficients (adjusted R-Squared) in the respective models
for the two groups, which were often higher for rural residents (tables 20 and 21)
affirmed this assertion.

8.2.6 Dependence on Social Connections for Decisions on Access to Healthcare
The concerns expressed by some participants alluded to the fact that, people expected
their social acquaintances—especially close relatives and friends, to contribute
towards improving their access to healthcare—, particularly concerning healthcare
financing. In the absence of any assistance, the act of seeking medical care was a
painful experience, as some people had to walk long distances to save money for direct
care expenses. Social capital was in this regard, a form of safety net.

Many also consciously relied on their social circles to gain quality and cheaper care.
Usually, the previous experiences of others were made the yardstick in making the
final decisions as some people contended:
My neighbour recommended the clinic I usually visit me. …She told me that
the doctor at the clinic is very astute and the charges are comparatively
moderate …I tried it, and it was true. I have since been going there … (Akam,
26 years, Afrancho, rural)
Such snowball approach to selecting health facilities was also practised among urban
residents as some participants confessed to encouraging others to patronise particular
health facilities based on their own experiences.
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8.2.7 The Choice between Orthodox and Traditional Medicine: The Role of Social
Capital
Participants often had to select between orthodox and traditional healing practices.
Social capital, especially bonding social capital, played a critical role in such decisions.
The majority of participants preferred orthodox medicine while supplementing it with
traditional medicine. Usually, those who opted for traditional medicine often did so at
the request or congruence of their close relatives, particularly among those with
chronic or recurrent health problems:
…My children made me take only herbal medicine when I was diagnosed with
Fibroid and hypertension. …It healed the fibroid …They said the orthodox
medicines alone could not cure hypertension unless it is supplemented with
herbal drugs (Akua, 57 years Ahodwo, rural).
Moreover, as it was observed in chapter 7, participants who hailed from families and
communities with deep spiritual inclinations tended to align with spiritual healing and
subsequently relied on such alternative healing methods. Some, therefore, found the
spiritual approaches comforting and soothing in relation to their general well-being.
Surprisingly, spiritual and conventional treatments and other practices were not only
infused into the course of healthcare by relatives and other acquaintances of the sick
but also by some health professionals. Based on familiarity, some orthodox health
professionals acknowledged the potency of alternative practices. Some health
personnel advised patients against orthodox medical practices owing to the traditional
understanding of some diseases:
Some health workers even do not hesitate to recommend spiritual healing
options to patients instead of taking time to investigate and manage their
conditions (Medical officer 1, Achiase, rural).
8.3 Discussion
This chapter sought to study the influence of different forms of social capital on the
extent to which healthcare access affects health-related well-being. The results uphold
the hypothesis that having high access to healthcare is good for health and well-being
in the end. Quite inconsistent with the second hypotheses, elevated levels of social
capital did not always produce positive effects on health and well-being through its
effect on access to healthcare. However, the challenges in health service provisions
made social capital vital for access to healthcare among rural inhabitants in line with
the third hypothesis. Based on statistics alone, civic participation showed no
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significant effect on healthcare access. However, this did not entirely invalidate the
effect of civic engagement on access to healthcare as has been observed by a plethora
of studies elsewhere (see Putnam, 2000).

The positive relationship between healthcare availability and health-related well-being
among urban residents suggests the importance of having access to different forms of
health services (Detels et al., 2015; Gulliford, 2015). The study found that urban
residents, unlike their rural counterparts, had several options for their health and
related needs. People with a greater number of choices were more likely to experience
better health status and adjudged the quality of their lives as better because health
matters are some of the most critical requirements of life (Detels et al., 2015; Gatrell
& Elliott, 2009). The lack of association between the availability of health services
and health and well-being in rural areas shed more light on the limited access to
healthcare among rural dwellers, as shown in this study and elsewhere in Ghana
(Saleh, 2013). The finding that extensive access to health services was positively
associated with health status in urban areas corroborates this. The combination of
adequate health facilities and short travel time to available services meant that urban
residents enjoyed better access to both preventive and curative health services, which
ultimately had a positive effect on their health and well-being. This is congruent with
the findings of Jones et al. (2016) in South Africa: when even rural dwellers have
greater access to health services as a result of better transportation, they are more likely
to report improved health outcomes.

Interestingly, the affordability of health services was inversely associated with poor
physical health among rural people. Rural dwellers with better health status were those
who could afford health — regarding both direct and indirect healthcare costs. It is
likely that the issues of health-care expenditure explain why health service availability
and accessibility were not associated with health and well-being among the
disadvantaged group. Studies indicate that when people have resources—money in
particular—they can overcome the difficulties of accessing health services regardless
of the location of those services. The possession of sufficient means to gain troublefree access to health services, therefore, improves health and well-being as a factor by
itself (Phillips & Chan, 2002; Thiede et al., 2007). The positive relationship between
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health service affordability and physical health status supports the policy of
governments to provide pro-poor financial protection schemes such as health insurance
(Aryeetey et al., 2016). However, such initiatives would not solve the whole problem.
Some problems relate to the quality of care, which in turn necessitates out-of-pocket
expenditure on healthcare, as has been witnessed in Ghana (Aryeetey et al., 2016; Kusi
et al., 2015). Improving healthcare financing options nevertheless, can reduce the
adverse effects of other access dimensions such as ‘accessibility’ and ‘availability’ on
health and well-being.

It was only in rural areas that acceptability of the available health services predicted
the use of emergency room services. Therefore, rural residents were more affected by
issues of acceptability as regards their use of health services than urbanites. This hints
that among rural inhabitants, limited use of health services may not only be attributable
to financial issues but factors such as cultural elements and belief systems. In fact,
cultural elements such as demonstration of respect are more entrenched and important
in everyday lives of especially rural residents (Ganle et al., 2015; Moyer et al., 2014;
Serizawa et al., 2014). It is possible that the inadequate health facilities coupled with
long travel times to health centres encouraged thorough scrutiny of the choices rural
folks made concerning the type of health facility they patronised so as not to waste
resources. The conscious dependence on social acquaintances to decide on the best
facilities to seek care buttresses this argument.

The effect of associational involvement on the extent of the influence of access to
healthcare on health and well-being was similar among the general population to what
it was in rural areas, but no such relationship was found among urban residents
statistically. Nonetheless, the result is consistent with a study in Nigeria where it was
observed that the association between service awareness and service use and the
engagement of community-based organisations (CBO) was stronger in rural than in
urban areas (Kakietek et al., 2013). Receiving support through groups improved the
benefits—better health status and a general well-being—of having high access to
healthcare. Per the qualitative findings, groups, especially religious ones, ensured
better access to healthcare through financial and especially emotional support. In some
circumstances, activities of groups—especially religious ones—helped to create a
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cordial relationship between the health system and the individuals who needed access
to it. Putting these together, group involvement reduced the burden of having to
understand and gather needed resources to address health issues on one’s own by
tapping into the skills, resources, and knowledge of a wider community. In such cases,
even the poorest and most disadvantaged persons such as rural dwellers gained better
access to healthcare. Resources embedded in groups restrict the extent of the barriers
to access to healthcare especially for disadvantaged groups (Bruhn, 2009; Ensor &
Cooper, 2004).

The finding that lower group support rather than high group supports positively
affected the use of curative health services corroborates this. On the one hand, this was
a good thing. People with high group support tended to use fewer curative health
services even though they may have enjoyed greater access to healthcare. To some
extent, such decisions signify good health as people may fall ill less often, and hence
tend to need less curative care partly because group interventions, such as the provision
of preventive health services, was commonly provided by some groups within the
study context. Group support thus provided a buffer against the excessive use of health
services. This is analogous to a nationwide study in selected rural communities in 28
states in Nigeria where it was found that being a member of a group ensured better
access to healthcare and improved uptake of preventive health services, which resulted
in positive health statuses (Kakietek et al., 2013). On the other hand, one can also argue
that the effect of group support may lead to the utilisation of informal treatment
options. Also, group members may sometimes be advised against the use of health
services that are essential to recovery, or that are known to be harmful to health. In this
study, advice in favour of informal treatment and against health services was found to
be common among rural people. This alternative advice sometimes has damaging
effects on health (Ansah et al., 2015; Powell-Jackson & Ansah, 2015) and sometimes
not. Indeed Cattell (2001) found that people connected to several groups reported
feelings of being overloaded by their obligations to others and to the groups, which
caused their own health to suffer.

Nevertheless, it seems from both research perspectives in this study that the benefits
of associational involvement outweigh their negative effects. In the present study,
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although group activities were prevalent in urban localities, their effects were more
significant for the health and related well-being of rural residents. To some extent, the
effect of group life on health and well-being in this study resonates positively with the
findings of Inaba et al. (2015) in Japan. It was observed that cohesive groups provide
a buffer against the extent to which income gaps affect access to healthcare by
providing a better environment and better healthcare especially in rural areas. People
in such associations are also likely to use the group resources as financial collateral in
relation to health and related challenges (Inaba et al., 2015; Saha et al., 2013).

High sources of bonding or tight-knit associations had a positive influence on the
relationship between access to healthcare and use of curative health services amongst
rural residents only. Firstly, this essentially means that the presence of adequate
bonding social capital encourages the use of emergency room services because it
enhances the use of available health services regardless of possible impediments to
access. The likelihood of using therapeutic services—an indication of ill-health—at
high levels of bonding social capital cannot be attributed entirely to having too much
bonding social capital. However, some studies and scholars postulate that the presence
of, and claims from, tight-knit relations can strain persons with resources to such an
extent that they can have a detrimental effect on the health and well-being (Portes,
1998), of the family member who is well-resourced. Moreover, this result reinforces
earlier findings in this study and elsewhere about the primary role of bonding social
capital in health and well-being of people. Even in developed countries such as the
USA, bonding social capital ensures immediate use of health services—by providing
financial assistance—in a manner that even prevents further deterioration in existing
health conditions (Derose, 2008).

Nonetheless, among rural people, the decision to use health services sometimes did
not belong to the person in need. For cultural and financial reasons, the person’s
immediate acquaintances sometimes took the decisions. If close acquaintances opted
against using a particular health service, it usually meant that access to healthcare was
limited even among urban and privileged groups (Gupta et al., 2015; Moyer et al.,
2014). The influence of bonding social capital on access to healthcare coupled with
less regulation of drugs in Ghana (Salisu & Prinz, 2009), therefore gives credence to
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the prevalence of informal treatments including sharing of medications. Indeed, many
studies have made the same observation in rural Ghana (Powell-Jackson & Ansah,
2015) and other African contexts such as Burkina Faso (De Allegri et al., 2015). Ansah
et al. (2016, p. 8) state that “in African settings, a condition may either be considered
suitable for a health facility, a church, a traditional healer or a spiritualist depending
on the perceived cause of the problem. Patients/people either move between providers
or use some of them simultaneously until the condition is resolved”. The recourse to
spiritual and culturally informed decisions on the use of especially orthodox medicine
even among health personnel in the present study is therefore not entirely surprising.
While each form of available health practice produced its advantage and
disadvantages, extensive public education may be needed to curb the retrogressive
influence of social acquaintances on appropriate medical choices. Considering these
circumstances, one cannot disregard the potential dangers of excessive dependence on
social networks for healthcare decisions as some health professionals have spelt out.
The reliance on alternative treatments and the long deliberations on where and how to
seek care may inhibit better health outcomes due to the delay in obtaining healthcare
(De Allegri et al., 2015).

Secondly, the finding here can also mean that bonding social capital encourages the
unnecessary use of health services since its presence improves access to the services.
This is not surprising because bonding social capital enhances healthcare access even
for deprived groups. While these two conclusions— i.e., that bonding social capital
encourages the use of health care services overall, and at the same time its presence
encourages the unnecessary use of health services—can be drawn from the findings.
They largely suggest, in the context of this study, that the presence of bonding social
capital, in particular, promotes access to healthcare for those who need it rather than
excessive use of health services considering the difficulties in accessing healthcare
among rural residents (GHS, 2015a).

Bridging and linking social capital were more influential about access to healthcare
for especially disadvantaged persons (rural populations) than for urban residents in the
study. The statistical aspects of the findings showed some inconsistent and unexpected
results. Among the general population, with access to high level of linking social
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capital, the effect of healthcare access on health status was negative whereas at low
levels of linking social capital the effect was positive. While it was expected that higher
levels of linking social capital would improve the effect of access to healthcare on
health status, the study observed the opposite—albeit insignificant. It was quite
surprising that even people with high access to resources embedded in unequal
relationships such as linking social capital rated their health as poor. This contradicted
the finding that an inverse relationship existed between the interaction term of linking
capital and access to healthcare and use of emergency room services.

The findings further indicated that some participants deliberately associated with
people in advantaged positions concerning access to health-related resources. By being
in touch with such individuals and even institutions, it was observed that many avoided
using the emergency room. This may be an indication of wellness. However, such
people sometimes relied on drugs and therapies that were prescribed informally by
members of their social capital groups (linking social capital). Sometimes such
prescribed therapies were ineffective due to poor application. Furthermore, some of
these people (linking social capital such as community leaders) who considered
themselves to be authorities in these matters were prepared to “go the extra mile” to
offer views and suggestions that may have been beyond their personal and
occupational competence. Actions of such nature can result in a bad health of those at
the receiving end.

Furthermore, the motivation to maintain resources that emanates from linking social
capital can also be explained by seeing how non-identical social interactions produce
resources, according to Lin (2001). Lin’s (2001) locates this production of resources
in the interaction between two types of relationships: ‘heterophilous’ and
‘homophilous’16 interaction. In ‘heterophilous’ interactions, ordinary persons, for
instance, prefer to be associated with people with higher social statuses for the sake of
the advantages or purported enhancements that come from it. Actors thus access social
capital through social interactions with the intention of gaining more or at least

16

Homophilous relations are between two actors who have similar resources, which can include
wealth, reputation, power and lifestyle, However, heterophilous interactions consist of two actors with
dissimilar resources (Lin, 2001).
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maintaining resources (e.g. financial, health-related knowledge, power and
informational support) in the case of ‘heterophilous’ relationships. What this means is
that, to solidify one’s position in such relationships, certain conduct that in this
instance included persistently underrating one’s health status, was taken to ensure
continuous support through the resources embedded in such hierarchical (unequal)
relationships. By engaging in this position, according to Lin’s analogy, the less
privileged in society cement, not only their position in the relationship but also keep
the resourceful actor’s interest in the relationship alive. This is similar to the way in
which people use their linking social capital to seek health knowledge as demonstrated
in chapter 7.

In this sense, linking social capital does not provide a buffer against the regular uptake
of curative health services by ensuring the adoption of preventative health lifestyles.
This is because one would have expected that by maintaining an association with
potentially resourceful persons including health personnel, a person’s health will
improve which can be manifested in the reduced use of curative health services.
However, the fact that linking social capital (even bridging social capital) fails to
provide a buffer against regular curative health-service use is partly to do with the
delay in tapping the resource, as opposed to bonding social capital. Thus, weaker
networks were used for curative rather than preventive actions. The findings of Putnam
(2000) who linked frequent social interaction with poor well-being after a certain
quantity of interaction support this analogy.

On the other hand, the negative relationship between healthcare access and use of
emergency room services highlights the positive effect of linking social capital. In
essence, having a higher stock of linking social capital improves health by way of
reducing the frequency with which one uses therapeutic services. However, this
positive effect remains dubious considering the argument presented earlier.

Among rural residents, high bridging social capital interacted positively with access to
healthcare to affect well-being. More sources of bridging social capital made access to
healthcare trouble-free. This finding—in comparison to that of linking social capital—
may appear to be contradictory but it demonstrates the differences between the two
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forms of social capital. Access to numerous sources of weaker but heterogeneous
forms of social capital—including linking social capital— enhances access to
diversified forms of support to gain healthcare. Accordingly, this backs the theoretical
conceptualisation that these forms of social capital are outward-looking as compared
to bonding social capital (Granovetter, 1973; Halpern, 2005). The didference explains
why both bridging and linking forms of social capital were useful in the case of
emergencies even for people considered as strangers with little or even no conceivable
source of bonding social capital. According to the in-depth interviews, instrumental
support such as assistance in physically accessing healthcare and financial
assistance—especially for poor people—was vital for many to put health-related
challenges at bay, even if only temporarily. Family or household heads, who are
recognised as key decision-makers and resource-reservoir in Ghanaian and other
African societies (De Allegri et al., 2015; Ganle et al., 2015), remained relevant to the
provision of instrumental support for health through their weak ties even in their
absence, as some participants insinuated. This is consistent with the work of
Mladovsky et al. (2014) who found that in Senegal, bridging social capital promotes
solidarity, which in turn ensures risk pooling and financial protection, and thereby
enhances access to healthcare and related services.

Striking differences between urban and rural inhabitants were found regarding the
impact of cognitive social capital on the relationship between access to healthcare and
health and well-being. In rural areas, at high levels of cognitive social capital, access
to healthcare positively influenced the use of emergency room services. For rural
contexts, this indicated that when people trusted their neighbours, for instance, it
improved access to healthcare, which promoted the use of health services. Considering
that, rural residents had limited access to healthcare, trust and confidence in prevailing
institutions potentially increased their willingness to use health services. The effect of
trust and confidence extended even to the accounts of neighbours about the quality of
service provided by particular institutions. The findings from numerous studies in
Ghana which stipulate that social trust translates into a sense of awareness and
willingness to partake in health-related services among both rural and urban people
(Fenenga et al., 2015) support results of the present study. The finding also
substantiates work done in rural Burkina Faso where it was found that cognitive
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elements of social capital rather than other attributes of the use of health services such
as health knowledge are more influential in determining uptake of health services (De
Allegri et al., 2015).

In rural communities, qualitative interviews showed that many participants relied on
the testimonies and recommendations of their relatives, and even people with whom
they shared religious beliefs, to take up needed health services. Moreover, while some
empirical studies have found no relationship between religious beliefs, and health and
well-being (Helliwell & Putnam, 2004) contrary to findings elsewhere (Carone &
Barone, 2001; Reindl Benjamins & Brown, 2004; Yeary et al., 2012), the finding here
provided an alternative explanation. It is not the religious beliefs per se that affect
health but rather the trusting and affirmative social networks fostered through religious
activities that impact on the choices people make about healthcare. In the absence of
religious solidarity that dictated a sense of trust and fairness, some communities were
left without even the basic forms of healthcare, as conditions in one rural community
showed. The use of particular health services regardless of one’s health status was
therefore partly attributable to the level of trust and a sense of fairness among residents.
When people felt safe and positive about the intentions of their neighbours and others
in their social circles they were more prepared to solicit advice about seeking care, and
more likely to adhere to suggestions made by others.

Notwithstanding, high cognitive social capital also had an adverse effect on access and
use of health services. In places such as Sri Lanka, elevated levels of trust in, and better
relationships with particular health institutions, encouraged even the poorest
households to go beyond daily or even monthly household budgets—even if they had
to borrow, pawn jewellery or other assets—in order to use facilities where they enjoyed
better relationships with the staff (Russell, 2005). These findings support the actions
of some participants who were willing to delay their healthcare regardless of how long
it took to be treated by health personnel of their choice. Such actions were potentially
injurious to health. Having high cognitive social capital was however generally
beneficial, especially to people in living in deprived conditions.
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Contrary to expectations, among urbanites, a low level of cognitive social capital
positively influenced the relationship between access to healthcare and well-being and
self-rated health status. Urban residents, (due to, for instance, limited sense of fairness
among residents) relied less on their neighbours and other acquaintances than rural
residents for assistance—in either instrumental or informational terms—to access
healthcare. As participants in the in-depth interviews revealed, people preferred to rely
on health personnel for decisions in accessing health services rather than relying on
neighbours. This was due to a lack of trust in the competence and intentions of their
neighbours and other acquaintances. In the context of this study, this makes sense
because urban residents had less cognitive social capital than rural dwellers. The lower
effect of cognitive social capital on access to health care and health and well-being is
therefore not surprising. Such discrepancies in cognitive elements make its influence
on healthcare access less influential. This finding is inconsistent with results of studies
in other African countries where cognitive social capital was a key determinant of the
use of preventive and even curative health services (Hollard & Sene, 2016; O'Malley
et al., 2004). Still, the result is consistent with a study in the USA where a study
observed that for individuals expressing mistrust in others, the more trusting the
community in which they lived, the worse their health status. Also, highly trusting
individuals reported poorer health if they resided in low-trust communities (urban
places in this regard) (Kawachi et al., 2004; Subramanian et al., 2002). The role of
cognitive social capital on health and well-being is thus complex. These results also
mean that when urban residents have high cognitive social capital, their use of health
services reduces in line with advice from their acquaintances. Such choices restrict the
effects of healthcare access for health. One can also argue that the practice of refraining
from discussing health matters with others—for instance, for fear of being taken
advantage of—is likely to pose a haphazard use of emergency room services. Such
behaviours result in a situation, which is potentially deleterious for the health system,
which was already under pressure.

Moreover, the dependence on, and the expectation of assistance—in varied forms—to
access healthcare [and health literacy as seen in chapter 7] amplifies the weaknesses
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the health system (Saleh, 2013). The theory of political economy17 can best explain
this observation. A ‘political economy’ approach sees the primary determinant of poor
health outcomes as the socially and politically mediated exclusion from material
resources (Szreter & Woolcock, 2004a, p. 650). This argument places social capital in
the realm of the state. It argues that while social capital may lie at individual or
community levels, broader national policies affect how, when and under which
circumstances it can affect health and well-being (Szreter, 2002; Woolcock, 1998).
The state thus plays both active and passive roles in health and healthcare across all
contexts (Gros, 2016; Hyatt, 2009). Brenner (1995) argues that three elements of a
state’s functions are crucial to health, namely: 1. national economic context of growth
and social stratification—creation of wealth and national living standards; 2. the
process of production, distribution, and consumption and; 3. government policies—
e.g. providing support for economically vulnerable groups, all have health benefits.
However, scholars argue that no state can independently meet all of its resource needs.
Policy-makers, therefore, battle constantly with efficient resource allocation trade-offs
(Hyatt, 2009; Nathanson, 1996). The failure of the state and related policies, therefore,
leaves much in the hands of individuals and households through the inequalities that
state failure creates. Households in turn eagerly make their social networks the
cornerstone of the strategies for their health-related well-being. The complete reliance
on, and expectations of well-resourced individuals by their relatives and some health
personnel to contribute—especially financially—towards the health-related wellbeing of their poor and vulnerable acquaintances reinforces arguments about the
weaknesses in the health system (Aryeetey et al., 2016; Kotoh & Van der Geest, 2016).
Rather than leaving social development—provision of health services and facilities in
this regard—to the community and individual energies, states could play a role in
articulating collective actions for social improvement through the creation of social
capital (Hyatt, 2009).

17

The role of the state and its arms in promoting social capital and even as source of social capital in
itself was long ignored. However, the introduction of linking social capital in the literature and
conceptualization of the theory allows for analysis of the power and influence of the patterns of social
relationships in a polity (Szreter, 2002)
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8.4 Conclusion
This chapter has delineated the relationship between different forms and levels of
social capital, and access to healthcare and how they affect the health-related wellbeing of people. The findings indicate that the influence of social capital on health and
well-being may be better understood when placed within the realm of healthcare access
among different population groups. Moreover, social capital itself must be
contextualised, as its effect is not always useful at high levels for various groups. The
findings do not support the hypothesis (hypothesis iii, page 72) entirely. While social
capital can potentially address inequalities in healthcare access among different
population groups, its dominant role, while critical, evidences the weaknesses in
Ghana’s health system. Furthermore, processes involved in how social capital affects
health and well-being is complex. This calls for an examination of the habitual
consultations that particularly deprived groups [rural residents] make with other
individuals and health services to appropriately address health challenges since such
mundane details are important in determining health-related outcomes (Young 1981,
cited in Pescosolido, 1992).
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CHAPTER 9
A TALE OF TWO COMMUNITIES: LOCAL PATTERNS OF SOCIAL
CAPITAL AND SUSTENANCE OF THE COMMUNITY-BASED HEALTH
PLANNING AND SERVICES (CHPS) INITIATIVE
9.0 Introduction
The study has so far evidenced that social capital (SC) has both independent and
interactive effect on matters concerning health-related knowledge and access to
healthcare and health-related well-being. This chapter furthers the investigation by
examining how variations in different forms of social capital shape the sustenance of
the CHPS policy in two rural communities—Amoam-Achiase and Apemanim—
comparatively. Each of these communities presented unique yet complementary
characteristics per their locations and nature of population for a comparative case. The
chapter addresses this research question: Can social relationships explain the successes
and challenges in the implementation and sustenance of pro-poor health policies such
as the CHPS concept? Finally, the chapter discusses strategies for stimulating social
capital based on lessons from the entire study. This chapter thus focuses on domain
‘C’ of the conceptual framework in figure 3 (chapter 2, page 57).

9.1 Strength of Social Capital and the CHPS Policy
The findings are largely based on qualitative data with few numerical data. Table 22
presents some relevant characteristics of structural social capital components of the
two communities under study. The cognitive social capital aspects—including trust,
and a general sense of fairness—are based on inferences drawn from the in-depth
interviews. Part of the data also emerged from observations made through interactions
with residents and reconnaissance walks in the communities.

Apemanim residents were predominantly Christians as compared to Achiase where a
considerable number of people were Muslims although there were more organised
religious denominations at Achiase than Apemanim. Congruent to the religious
composition of the two communities, Achiase showed signs of a heterogeneous setting
considering its ethnic composition as compared to Apemanim where almost everyone
was an Asante (the indigenous tribe). The only other vibrant and popular association
at Achiase was that of a welfare group for women, which was geared at financial and
238

emotional support in times of adversity. However, about four vibrant groups were
identified at Apemanim including the Peasant farmers group, which helped members
in sourcing for market, labour, and inputs for their activities.

Membership cut across different classes of people including community leaders (the
unit committee chairperson of the community was a member of the group). There was
also women’s group, which focused mainly on seeking transport for their produce in
collaboration with a drivers’ association. The women’s group also had members’
welfare as one of its aims (through financial and emotional support). The driver’s
group was set up to ensure that residents had access to transportation throughout each
day while helping each member to obtain employment—by way of sourcing vehicles
from owners to drivers. The sports groups in both communities were more of an ad
hoc arrangement for fun and exercise although their activities were quite regular. The
characteristics of Achiase mimicked that of peri-urban community with a relatively
lower household size although both communities remained fundamentally rural and
comparable. While residents and leaders at Apemainim met regularly to discuss and
share common problems, none of such meetings had occurred at Achiase—at least in
last five years before the study as leading residents confirmed.

Table 22: Variations in Some Indicators of Social Capital between the Two
Communities
1

Community
Characteristics
Number of
churches/Mosques
(Religious affiliation)

Amoam-Achiase
(Population =3500)
6
(About 85% Christians and
12% Muslims) a

Apemanim
(Population =1100)
3
(About 92% Christians) a

2

Other associations

2:
Women’s welfare group
Football group (for young
men)

3

Average household size
(Nuclear family)
Frequency of community
gatherings

5:
1 (Peasant farmers group for
both sexes)
1 men’s group
1 drivers association (GPRTU)
1 women’s group (usually
produce traders)
Football group (for young men)
6a

4

5

Dominant occupation

4a
None

Commerce/service with
some agricultural activities
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-At least once every three
months
-Once a week of communal
work
Crop farming

Community
Characteristics
Ethnicity

Amoam-Achiase
Apemanim
(Population =3500)
(Population =1100)
6
Asantes (70%) and Northern Predominantly Asantes (about
tribes (17%) a
96%) a
Source: Author’s construct, fieldwork, October 2015. a Figures are based on quantitative data.

Furthermore, by virtue of the physical environment in both communities alone, a sharp
contrast could be drawn as regards the level of social capital between the two contexts.
All public sanitary places at Achiase were in the deplorable state. The only public toilet
facility was virtually out of commission while the dump site remained in an unkempt
state. Residents without toilet facilities at home took to defecating in bushes and along
walkway sides or indiscriminately dumping faecal matters in plastic bags. Although
Apemanim residents still used traditional latrines, they managed to keep the facility
(wooden structure) relatively clean.

Moreover, gullies had developed within several neighbourhoods in the community
including one right in front of the chief’s residence at Achiase (Appendix I shows some
photos of the physical environment of Amoam-Achiase). Social capital—especially
civic participation and associational activities were therefore on the lower side in the
Achiase community. The low civic engagement at Achiase, for instance, can be
ascertained from this statement:
The dump site and the choked gutters all manifest in the kind of sickness we
experience here in the community. …Our toilets are also not good. I will not
visit those places lest I may contract a disease. …We used to clean the public
toilet and refuse site every week, but for over three years now, such activities
have ceased (Yao, 22 years, Achiase, rural)
The discrepancy in precepts of social capital between the two localities had
consequences for the CHPS as follows:

9.1.1 Distrust and Sense of Unfairness Affect Patronage of the CHPS Concept
Patronage of the Achiase initiative was comparatively low. This was partly because
people often depended on their structural social capital—including bonding, bridging,
linking, and associational involvement—as the main information sources about the
operations of the CHPS concept. For varying reasons, some of the information was
sometimes interpreted and transmitted in a manner that was injurious to patronage—
by denying the CHPS as the first option for healthcare even for lay referral:
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Currently, attendance has reduced. Last month, for instance, I received just 53
clients. ...I realised that many people had been spreading false stories that the
cost of care here (CHPS compound) was too high as compared to other places.
…Many believe the falsehood now …I do not even get why someone would go
all the way to Ejisu or Manhyia Hospital when he or she would spend the same
amount on transportation and time for the same treatment (Medical officer 1,
Achiase, rural)
However, the extent to which such distortions affected patronage was largely
imputable to cognitive social capital. The trait of a sense of unfairness, suspicions
among residents about a myriad of developmental issues and the lack of sense of
communality particularly in the Achiase community partly accounted for why some
residents. Consequently, even the resident health officer at the CHPS compound
lamented bitterly about the community’s poor contribution towards the sustenance of
the CHPS initiative. Years of distrust in leaders and among members coupled with the
gradual physical expansion of the Achiase community, which had culminated into
continual growth and diversity of population characteristics (multi-ethnicity), yet rural,
promoted a sense of unfairness. Residents had no interest in collaborating to address
common problems due to mistrust among themselves and local leaders as one
participant shared:
Our toilet facility is in a deplorable state. …We need a new one. … The toilet
has been contracted to a private person for about 20yrs to manage the facility.
..He charges 30 pesewas [US cents 8] per person. …We could have built one
as a community, but I do not think people trust the leaders here. ….I do not
trust them. …There are some old projects they took monies from us to
undertake but never came to fruition. …They have still not accounted for the
money. …We hope the private person will construct a new one for us. …It is
part of the agreement (Kwart, 34 years, Achiase, rural)
The distance between residents and leaders compounded into a situation whereby the
local authorities were unable to mobilise the people effectively to educate them about
the CHPS concept—an element which was expected per the policy design. This partly
explained why many did residents had limited knowledge about the policy and their
lackadaisical attitude towards patronising its services or in recommending to others.
“There was no proper mass education on the functions of the CHPS compound
when it was set up here. …To them, they see every health facility as a ‘hospital’.
In addition, every health personnel is a doctor no matter the qualification of
the person. …Therefore, when they come in, I teach them a lot. In fact, I can
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say that I spend the majority of my time for education. …I think they are now
getting to know the functions of this facility (CHPS)” (Medical officer 1,
Achiase, rural)
On the contrary, at Apemanim, even community leaders assisted in instilling
confidence in residents about the quality of services—which people in both localities
found doubtful. Some residents even went as far as talking to community leaders
before deciding to patronise the CHPS’ services as one community leader espoused:
“People have come to me on several occasions to discuss their health problems
and seek information about which health facility to use. ….I think people are
not convinced about the quality of the services offered at the CHPS compound.
…Oh yes, whenever I ask people to go the clinic [CHPS compound] they heed
to my advice. …Because I tell them that I always use the services and it works
for me and that the nurses are nice to patients (Local leader 3, Apemanim,
rural).
There was evidently fewer suspicions and distrust between the leaders and residents.
Community leaders were seen as knowledgeable and trustworthy. To some extent, the
numerous community gatherings made community leaders at Apemanim proactive
about their role in ensuring the sustenance of the CHPS facility as one of the health
personnel reiterated:
“The Unit committee chairperson usually connects patients to the clinic.
…People go to him to seek for information about the operations of the clinic.
…Sometimes when we are out for outreach programs, people call to ask him
about our whereabouts. …He sometimes takes the contact number of the
potential patients and gets them to come to the clinic when we are back from
our trips. …He also asks patients to wait for us if we assure him that we will
return sooner. …In such cases, he hosts the patients at his house until we come
back and are ready for patients. …I can say that majority of the community
members are aware of our services …At least they all know that we do not offer
antenatal services here… (Medical officer 1, Apemanim, rural).
Also, the community members discussed issues about the CHPS habitually, which
underscored the familiarity of residents of Apemanim about the concept and their
willingness to patronise it.
9.1.2 High Communal Cohesion Breeds Understanding of the Referral Policy of
CHPS
An observation from both communities indicated that high social cohesion perpetrated
by and through strong bridging and linking social capital, as well as regular civic
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activities (such as community gatherings and interactions), had a positive effect in
public’s acknowledgement that the CHPS concept is meant only to provide a primary
level care and preventative health services. Elevated levels of such social capital
proxies helped to expatiate and spread the information. The expectations of residents
were therefore guarded as one health personnel disclosed:
“…. The community leaders organise durbars regularly in this community.
…On each of those occasions, they invite us (nurses) to explain our services to
them. …I think many of the people now understand that this is only a primary
level facility and that we could refer them to another facility anytime. …Well,
at least we do not have to spend much time for them to understand why we need
to refer them to a higher facility (Medical officer 1, Apemanim, rural).
In contrast, residents at Achiase demonstrated less familiarity with the referral function
of the CHPS concept—which is a core function of the CHPS concept. In essence, this
laid the foundation for the lackadaisical attitudes towards the services provided. Many
rather sought services of higher order facilities without recourse to the CHPS although
it was physically accessible and comparatively affordable.
This is a CHPS compound. …There are certain medical procedures that I
cannot perform here. However, the people think everything should be done
here. …So, when they come, and I refer them to a higher health facility, they
become discouraged. Because of that, I have noticed that some people have
ceased coming here. …They directly go to Ejisu hospital or Manhyia hospital
(Medical officer 1, Achiase, rural)
That confusion was ascribable to the inadequate pre-implementation public
sensitisation on the health policy. Low community interactions and lack of cohesive
social activities—, which enhances bridging and linking social capital—reduced
chances of learning about key functions such as the referral in places such as Achiase.

9.1.3 High Community Social Capital and Healthcare Financing
Despite the presence of pro-poor financial buffer schemes—National Health Insurance
Schemes (NHIS) for all persons in Ghana, social capital tended to play a crucial role
as to whether certain groups could gain access to such provisions. A case in point
between the two communities under study signified such discrepancy in access to
healthcare financing facilities. Between the two communities, the facility at Achiase
was yet to be accredited with the NHIS while that of Apemanim had long been
accredited. A major explanatory factor that emerged was the fact that the low levels of
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communal cohesion reduced chances of the facility at Achiase being accredited. The
accreditation process at Achiase unlike that of Apemanim was left to the fate of only
the resident health officer as she explained:
The attendance was very low earlier on when I started working here. …I told
the people that I would soon be accepting the NHIS. People were willing to
patronise. However, it has been challenging to getting the facility accredited.
I am doing everything on my own so I do not get ample time to follow up.
…Eventually, the clients got disappointed, and patronage has reduced. …I am
almost through with the registration. I am sure people troop in here once I am
through with the registration (Medical officer 1, Achiase, rural)
Nonetheless, the comparatively vibrant communal social capital—civic activities to be
specific, at Apemanim contributed towards ensuring access to affordable healthcare.
The regular community meetings gave residents the opportunity to express their views
on financial challenges in taking up the services offered by the CHPS. Such
deliberations to some extent pressed on community leaders to act. Indeed, the leaders
were instrumental in getting the CHPS compound accredited to the NHIS to reduce
the burden of high out-of-pocket payments and thereby increasing patronage.
Yes, this facility (CHPS) is accredited. …It has been for a while now. …I
remember the community members used to complain about the cost of care.
Getting the facility accredited was one of the main discussion in some durbar
discussions. …We [the health personnel at post] then initiated the process of
accreditation. The chief, another sub-chief, and the assembly representative
accompanied us to apply for it for the first time. …The chief paid for the entire
accreditation process (Medical officer 1, Apemanim, rural).
Rich stock of social capital proxies such as community solidarity and recurrent civic
engagements, therefore, tended to ensure access to healthcare financing facilities even
for disadvantaged people (rural populations).

Withal, high social capital had financial ramifications for the CHPS concept. Some
individuals and families (including even community leaders) at Apemanim rather
exploited their strong association with community leaders and even health personnel—
thus, linking social capital—, to use the CHPS’ services on credit. Largely, this had to
do with trusting relationships between local institutions and individuals. This was a
weak side to having high social capital:
“In some cases, people fail to pay their debts. ...Sometimes, we have to go after
them several times before they pay up. …We realised that they were just taking
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advantage of their good relationships with us to access our services free. If you
are familiar with the person, it is hard to turn them away because of money.
…Meanwhile, we do not get our supplies free (Medical officer 2, Apemanim,
rural)
Trusting that people would defray their debts later by offering the health service on
credit endangered the financial sustenance of the CHPS concept.

Nevertheless, vibrant social capital (civic activities and the sense of fairness) ensured
the operational solvency of the CHPS initiative. Although neither individuals nor
groups directly made a financial contribution towards the sustenance of the CHPS
compounds, some efforts of people in Apemanim particularly ensured financial
sustainability of the initiative. Community leaders and some individuals took the
mantle of ensuring that people do not habitually access the services on credit by
serving as watchdogs against healthcare bill defaulters.
The leaders sometimes assemble the people for us to share our challenges with
them. …We told them about the continual refusal residents to pay for services
on one of those occasions. …So the chief and community leaders took issue
with the people. ...They immediately enacted a law that no one should visit
facility without money. …That whoever does not have money for healthcare
should rather go for a loan before venturing the clinic. …Since then, the vast
unwillingness to pay for services have reduced (Medical officer 1, Apemanim,
rural)
Indeed, this measure was in force and working to the advantage of CHPS facility at
Apemanim. Moreover, while the contrasts here do not necessarily mean that the CHPS
facility at Apemanim was functioning perfectly, the high level of social capital had
extensively manifested positively in the operations of the facility at least in comparison
to the case of Achiase. A similar study involving multiple communities with the CHPS
concept could enhance understanding of the role of different forms of social capital on
pro-poor health policy implementation and sustenance.

9.2 Discussion
In this chapter, two CHPS initiatives were studied to determine how the patterns of
social capital in the respective localities, accounted for differences in the functioning
and sustenance of the initiatives. The findings provide a significant response to the
primary research question. According to the findings, the CHPS concept is likely to be
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successful in localities where residents possess higher levels of social capital.
Residents at Apemanim demonstrated a greater understanding of the referral policy—
an integral element of the CHPS initiative—in comparison with people at Achiase.
Their vibrant associational life coupled with the almost homogeneous nature of
Apemanim community (religious, ethnic, and economic homogeneity) ensured easy
assimilation of appropriate information. Previous works (Koenig, 2009; Putnam, 1993;
Yeary et al., 2012) attest that closed societies facilitated by religious and cultural
precepts enjoy trust in public institutions and this increases the likelihood that they
will attain the desired behavioural outcomes. Studies indicate that farmer cooperatives,
for instance, provide a major form of saving for peasant farmers who accumulate the
savings automatically without having to make conscious efforts to reduce their
spending (Molenaers, 2003). Members of such groups can use the saved income to pay
for alternative needs including the support of health service initiatives.
Communities with high social capital enjoyed a commensurate understanding of
general and specific issues about the CHPS policy such as the referral policy.
Conscious efforts to educate people about health and the health system yield positive
benefits for the health system as participation in Apemanim, and even the efforts of
the health officer at Achiase, demonstrates. Halpern (2005) asserts that high levels of
bridging and linking social capital indicate a society that is highly interconnected,
thereby sharing power and resources through a never-ending and evenly-spun web of
connections. By such empowerment, community members become gatekeepers for the
health system by directing sick persons to a lower-level facility for appropriate
evaluation at the outset. Sakeah, McCloskey, et al. (2014) attribute community
involvement in referring neighbours and educating them about the referral system to
improved use of primary healthcare facilities. The communal approach appears more
feasible in rural communities as opposed to urban areas where extensive heterogeneity
of members exists. Withal, the essence of social capital, in this case, lies in the ability
of groups and individuals to use the resources embedded in social relationships
appropriately, as was asserted by Valente (2010).

The pertinence of social capital in ensuring access to affordable healthcare also
demonstrates the critical role of the phenomenon in the success and potential failure
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of the CHPS concept. While financial matters have been identified as bottlenecks in
the subscription to the NHIS facility, non-financial factors such as difficulty in
physical access to service providers is a challenge to many residents in remote
localities (Kusi et al., 2015). In the study communities, regular community gatherings
ensured cohesiveness and trust among members who contributed to quicker
identification and redress of hindrances to the patronage of CHPS and auxiliary
services such as the NHIS. With the participation of community members and their
leadership, health personnel were able to lobby and effectively advocate for the
community’s fair share of relevant pro-poor funding. This compared favourably with
communities in which civic participation was low. There is a precedent for this.
Fenenga et al. (2015) concluded from studies done in rural and urban Ghana that
engaging community activity and trust in the NHIS, encourage people to access the
services. The role of community level capital—social cohesion and trust—to some
extent alleviates the inability of the core poor to benefit from these financial
interventions. Kotoh and Van der Geest (2016) observed from prolonged studies in
central and eastern regions of Ghana that poor persons, and especially those in
deprived communities, were unable to access the NHIS even though they knew about
it. Perhaps such limitations have to do with low social capital in these localities, as the
findings here seem to suggest.

However, given the uniqueness of the concept and policy objectives of the CHPS
initiative, its fiscal, financial issues are much more vulnerable sensitive to the
prevailing social environment. Any factor relating to this sensitivity is therefore
necessary. From the findings, social capital (both its cognitive and structural aspects)
either impinges or facilitates the solvency of CHPS compounds. Effective patronage
of services provided by the CHPS compound coupled with a willingness to pay for its
services is crucial for the viability of the CHPS. Therefore, effective patronage—or
effective demand as economists would say (Kaldor, 1988)—in using and being able to
pay for the services was intricately related to social capital. This alludes to the need
to ensure that users pay for the services regardless of their stature in society. The
biggest challenge yet remains the fact that many rural residents are poor and can hardly
even afford basic premiums for basic health insurance (the NHIS) in Ghana (Kusi et
al., 2015). Perhaps this finding supports the call for a more equitable distribution of
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the financial burden of Ghana’s NHIS. The core poor should be continually identified
and offered the chance to apply for applicable exemptions, of which many are yet
unaware (Kotoh & Van der Geest, 2016). In so doing, the need to exploit cognitive
aspects of social capital for the sake of using health services on credit will be curtailed
with time.

Furthermore, the impact of social capital on the functioning of the CHPS could also
be explained by the sizes of the two communities. Achiase was becoming peri-urban
with features such as increasing population diversity (ethnicity and religious
composition for instance). However, the scale of urbanisation had not reached the point
of being a traditional urban neighbourhood. Apemanim, however, remained
comparatively small and very remote. According to Putnam (2000), small
communities propagate dense18 networks and nurture cognitive elements such as trust,
which increase access to vital resources. In contrast, some earlier studies posit that
weak or loose ties sometimes allow for effective information flow and are particularly
important for facilitating collective action (Granovetter, 1973). Grootaert and van
Bastelaer (2001) contend from a review of several works that communities with
simultaneously high levels of bonding and linking social capital may lead to low levels
of social cohesion. Aside from that, it has been submitted that some small-sized rural
communities might instead be too conservative to tolerate differences which promote
low social capital (Putnam, 1995). The situation at Apemanim differs from these
assertions. The differences in the functioning of the CHPS compounds in the two
selected localities speak to the presence of high social capital—at least for some of its
proxies such as trust—as an indication of effective institutional performance, civic
activities and linking social capital. The findings in the present study are also
consistent with the work of Sheikh et al. (2009). They noted from Iran that high levels
of both cognitive and structural social capital (including associational affiliation, trust,
and citizenry activities) are associated with better operation and functioning of
community-based initiatives (CBIs) that are meant to improve health-related quality

18

The claim is that in areas with stronger, dense, horizontal and more cross-cutting networks, there is
a spillover from membership in organizations to the cooperative values and norms that citizens
develop (Stolle, 2003, p. 23)
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of life and well-being of people. People in CBIs areas had better access to public
services and less segregation due to income or social status (Sheikh et al., 2009).

To some extent, the findings here challenge the contention of Portes (2000) who argues
that poorer communities may be poor not necessarily because of their lack of social
capital but rather because of the meagre resources they possess. Portes’ (2000)
proposition does not hold true when one considers the findings of this study with
regard to Achiase. It was a community with comparatively low social capital (both
cognitive and structural forms). Even though it was becoming peri-urban and had
access to a wide range of resources, it failed to support the CHPS concept adequately.
This failure of a community to support a health service despite having access to
resources suggests a new perspective. Even though poorer and rural communities may
collectively possess fewer resources, it appears that it is the generation and uses to
which social capital is put rather than the quantity of it or its diversified nature that
makes an impact on people and policy. Thus, a group with limited resources but
located in a highly cohesive society would find a way to nurture the available one, as
the residents of Apemanim community demonstrated regarding subscription to
auxiliary services such as the NHIS.

Moreover, the finding that high social capital in a given community improves
functioning and sustains the CHPS concept (e.g. in enhancing patronage) is congruent
with the discovery by Putnam (1993) in his work in Italy. Based on extensive surveys
and interviews, Putnam asserted that vibrant associational life—literacy guilds, service
groups, sports groups—accounted for the differences in institutional performance
between northern and southern Italy. The northern part had stronger and better
performing institutions as compared to the south because of high levels of social
capital in the north (Putnam, 1993). Comparing this with the findings from the present
study, it is safe to assert that establishing the CHPS initiative, and similar pro-poor
policies, in localities with low social capital both structural and cognitive forms may,
therefore, render it susceptible to an eventual collapse. Indeed, Halpern (2005, p. 324)
posits that any “policy and debate that fail to address it [social capital] are doomed
(sic) to be shallow and unconvincing”. The findings also add to the assertion that
“health systems are inherently relational and so many of the most critical challenges
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for health systems are relationship and behaviour problems” (Gilson, 2003, p. 1453).
Social capital generation should therefore, be a quintessential component of the CHPS
initiative for it to be sustainable. The contributory role of social capital provides a
solution to some of the challenges in implementing the policy.

Despite the differences in implementation and sustenance of the CHPS policies in the
selected contexts in relation to levels of social capital, it is prudent not to overromanticise the concept of social capital, as it may be naive to do so. In fact, not all
types of social interaction, no matter their density, are beneficial for people—
particularly health and well-being and even health policy as the results in chapters 7
and 8 in this study suggest (see also Halpern, 2005). It is thus not far-fetched to surmise
that social capital plays a crucial role in other health-related matters—particularly at a
micro or individual level, even in communities such as Achiase where especially
communal social capital was comparatively low.

9.3 Stimulating Social Capital for Health Policy: Lessons Drawn from Case
Studies
From the findings in this chapter and the preceding ones, social capital is vital for
successful health policies and health promotion endeavours. Therefore, it is prudent to
further the discussion by addressing issues of how social capital can be stimulated
intentionally for purposes of addressing health-related inequalities and ultimately,
inequities. The discussions draw on lessons from the findings and cases presented in
the study. This is in partial fulfilment of questions raised by scholars of social capital
such as Rothstein (2005). He considers whether social capital is capital, and if so, how
do we bring about investment in it?

Perhaps, going by the works of Putnam (1993) alone, one may be tempted to focus on
social capital entirely through associational interactions and civic activities, but the
findings here and elsewhere suggest otherwise (Cannone, 2009; Misztal, 2013;
Rothstein, 2005). Firstly, it is useful to identify the sources of social capital
systematically, and relevant contextual factors that facilitate or destroy specific social
networks and the resources embedded in them as has been done in chapter 6 of this
study. This approach allows for a localised appreciation of social capital and by
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extension its use and application for health policies. Molenaers (2003) contends that
such an approach constricts the urge to apply the concept unilaterally across contexts
as has been partly hinted at through the many enthusiastic elaborations here.
Studies show that historical experiences19 of a given context shape patterns of social
life even after centuries. For instance, Putnam (1993) traced differences in institutional
functions between the contexts he studied to early medieval Italy. Therefore, one
approach to generating and using social capital in the right manner has to do with
tracing historical trends that might have influenced the state of civic engagement, and
the subsequent erosion of trust at both community and individual levels. In places with
characteristics such as Amoam-Achiase, exploration of historical trends pertaining to
the changing developmental landscape—the gradual change from a very remote rural
locality into a peri-urban locality—would pave the way to pinpointing and addressing
the fractures in myriads of social relationships among individuals, families and among
communities in general.
Active associational life20 has proven over the years across contexts to be a major
orchestrator of social capital through social interactions at both associational and
family levels (Stolle, 2003). Lack of communal values breeds fewer opportunities for
people to cultivate civic virtues which result in limited trust in prevailing institutions
(Stolle, 2003). As studies in Ghana (Fenenga et al., 2015) show, associational life
increases participation and trust in social policies such as health. Leading community
and associational members—including family heads—should be encouraged to extend
their associational aims to include activities that provide fertile grounds for
interpersonal and out-group trust, and interactions and learning of cooperative attitudes
such as reciprocity. As a first step, existing social groups such as sports groups, and
farmer and produce trader cooperatives in rural areas, should be encouraged and
supported through favourable policies and workshops (Ogden et al., 2013; Sakeah,
McCloskey, et al., 2014). Regarding sports groups, neighbourhoods/suburbs in urban
19

Fukuyama (1995) also identifies historical events as active determinant of present and future trends
of social capital and its subsequent effect on everyday lives.
20
Reliance on associational life as measure and an impetus for generating and monitoring social capital
for development has its roots in the seminal work of de Tocqueville (1961). He attributed the ability of
Americans to organize themselves through civil society groups to the success of their democracy (see
also Rothstein, 2005).
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localities and rural communities could be supported to form football/soccer teams—
the most popular sporting activity in Ghana. A district level league could be organised.
Such an endeavour would spark widespread development through enhanced social
cohesion and bridging social capital through the regular interactions within and outside
communities/neighbourhoods (Halpern, 2005).

Identified socioeconomic groups should be encouraged and assisted to register their
organisations formerly by making the process accessible. Per the works of Bourdieu
(1986), and as can be deduced from this study, matters relating to economic well-being
are some of the commonest determinants of social capital’s influence. Therefore, it
will be much easier to stimulate especially meso-level social capital through activities
that have economic implications. Leaders in such groups could be used as conduits for
eliciting and transmitting relevant [health] information, and assistance to and from
these groups through effective interactions. In so doing, areas of fuzziness, such as the
ever-growing question about the aspects of social interactions or persons who matter
the most for creating social capital (Cannone, 2009; Rothstein, 2005), would be
addressed substantially.

In rural areas, regular community and neighbourhood level meetings for development
purposes—including efforts to improve health organised by traditional and political
leaders as is carried out in a place like Apemanim in this study—would continually
generate favourable social capital. Such meetings allow individuals and different
families to talk, discuss common issues and even engage in other activities besides
these discussions (Hollard & Sene, 2016). However, highly urbanised localities such
as Kumasi, where this study took place, is an agglomeration of traditionally big towns
and suburbs. For this reason, an approach such as regular community gatherings will
not be an effective way of stimulating social capital for health purposes. Therefore, it
is advocated that a ‘very local level’ approach is adopted. This localised level could
consist of two or three streets or neighbourhoods within a 200-meter radius. Each
neighbourhood could be earmarked as a ‘cell’ for specific support and monitoring (see
Halpern, 2005). Leaders could be selected for each of these cells and tasked to organise
regular neighbourhood gatherings geared primarily at addressing common problems.
These activities will get people talking and sharing in their common neighbourhood as
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an identity and even create stronger bridging social capital. Such ad hoc leaders could
operate under the auspices of extant elected officials and traditional leaders and could
be selected unanimously by every cell.

Furthermore, given the diversified nature of urban residents in the study area regarding
race and ethnicity (KMA, 2013), it is vital to consider ways of stimulating social
capital by finding methods for bridging the gaps between people of different races.
Firstly, a localised version of the Mosaic Partnership Program21 is advocated (ICS,
2006). Leaders in different ethnic groups within various urban localities could be
paired to build trusting relationships at the outset. These can be extended subsequently
to include their subordinates and their wider networks. Such a process is said to foster
weaker ties (typically bridging social capital) which are essential for problem-solving
and crisis-aversion (including health-related challenges) (Bruhn, 2009). Secondly,
with the rapid expansion of the internet and access to virtual communities in urban
communities in Ghana, its neighbourhoods and communities could be encouraged to
initiate online platforms (social media platforms in this instance) for even the socially
marginalised groups and individuals including ethnic minorities. This can also be
particularly useful for urban localities because of the diversified nature of their
socioeconomic status and activities (Bruhn, 2009). The internet can be an avenue for
socialisation, a source of information and decision-making regarding the development
of specific neighbourhoods and entire cities in the long run (Bruhn, 2009). Studies
indicate that the internet and virtual interaction complement other channels of social
interaction instead of eroding them (DiMaggio et al., 2001). Such online platforms can
be initiated and administered by the ‘cell’ leaders. In due course, this will create
varying forms of social capital including even bonding and linking social capital.

Also, just as it is essential to building trust between individuals and at community and
familial levels for collective action and policy progression, it is equally critical to
ensure that institutions initiating and managing such policies are in themselves

21

Originally, the Mosaic Partnership program is a multi-stage Program designed to improve a
community’s health by building bridges between differences, integrating social networks, and
increasing its stock of social capital. The Program starts with the leaders of the community—for an
opportunity to form friendships and bonds of trust with a leader of a difference race, and then with each
one-year phase, cascades deeper into the community (ICS, 2006).
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trustworthy (Rostila, 2013). In his all-important study, Putnam (1993, p. 177) argues
that “trust itself is an emergent property of the social system, as much as a personal
attribute. Individuals can be trusting (and not merely gullible) because of the social
norms and networks within which their actions are embedded”. When the public trust
in their institutions, it enhances policy management and implementation, as studies
regarding the CHPS in Ghana have shown (Sakeah, Doctor, et al., 2014). To do this,
there should be active participation of potential beneficiaries and those who could be
disadvantaged by the proposed project or policy is of the essence. Policies should thus
be initiated with attributes such as transparency in mind. Others (Rostila, 2013)
recommend characteristics such as impartiality, non-corruptibility, and just
bureaucracies to instil trust in institutions

In the context of this study, the above approaches could assist to continually generate
and utilise social capital at both community and especially individual level for the
benefit of institutions, elites, and the public. Increased social capital will ultimately
yield beneficial health-related well-being, as observed in some communities in this
study. Moreover, in the light of findings from this study that high levels of some social
capital can sometimes be damaging to health and well-being through their influence
on health literacy and healthcare access, it is the position herein that generation of
social capital should be strategic. The study suggests that due diligence must be made
in any attempt to implement the approaches outlined above. The quality of the
[potential] resources in the relationships of interest, and the nature of the influence
prevailing in cultural and normative positions on the relationships, and the healthrelated intervention at hand, must be examined. Due diligence will create an awareness
of when it is appropriate to call for either an increase or a decrease in different forms
of social capital for various health needs and purposes. However, it is worth noting
that strategies for stimulating social capital as outlined above are only pointers and not
a panacea to generating and elevating social capital for health promotion and health
policies. This is especially true because social capital is a complex phenomenon; one
whose evolution and functioning differs across socioeconomic groups and is
continually present in everyday activities which are always in a state of flux.
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9.4 Conclusion
This chapter has empirically demonstrated how elements of social capital shape the
functioning of the CHPS concept and it has drawn on findings of the study to determine
ways of stimulating different forms of social capital in a bid to address health-related
inequalities. The findings suggest that when some of the challenges facing the CHPS
concept (as elaborated in chapter 3) are situated in the realm of social capital, causes
and solutions can be identified (see also Gilson, 2003). Hence, generating social capital
should be a conscious component of pro-poor policies such as the CHPS concept, not
only at its outset of but also throughout its lifespan.
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CHAPTER 10
SUMMARY OF FINDINGS AND POLICY RECOMMENDATIONS
10.0 Introduction
Several interconnected findings, discussions, arguments, and conclusions have been
presented in the preceding five empirical chapters. This chapter concludes the entire
study. The conclusion is divided into seven sections. The first section recapitulates the
purpose and methods used in the study. The second reiterates the general and specific
findings regarding their respective hypotheses. The next two sections extract
implications and recommendations for policy that ensue from the results of the study.
The fifth section addresses concerns about limitations of the study. Based on the
foregoing, suggestions for future research are outlined in the sixth part of the chapter.
The last part of the chapter sums up the main observations and the lessons to be learned
from them.

10.1 Recapitulating the Purpose and the Research Approach
Using empirical evidence, this study sort answers to this question: To what extent can
social relationships affect health policies and explain the degree of influence that
health-related knowledge and healthcare access have on health and well-being of
rural and urban residents?
Three main concepts—social capital (SC) (social relationships), health literacy
(health-related knowledge), and access to healthcare (healthcare access)—were used
to theorise the key variables in the research question. Per the nature of the inquiry, a
transformative mixed method research design (Creswell, 2014) was deemed most
appropriate for the study to give a broader and deeper understanding of the problem.

Findings of many studies relating to the research question and study objectives were
reviewed and analysed to generate a conceptual framework. The framework guided
the data collection, analysis, and structure of the entire study. The literature and
conceptualisation informed some hypotheses (see page 72) that can be summarised
into two (statements ‘a’ and ‘b’ below) as they applied to distinct aspects of the
research findings:

256

a) The positive relationship between access to healthcare/health literacy and
health-related well-being is conditional upon a high stock of social capital;
b) Rural people are more likely to have high levels of, and rely more on, social
capital than urban residents in relation to access to healthcare and health
literacy
c) In addition to the two main hypotheses, the study addressed this research
question using qualitative approaches: Can social relationships explain the
successes and challenges in the implementation and sustenance of pro-poor
health policies such as the CHPS concept?
10.2 Do the Findings Support the Hypotheses?
The results of the research largely support the primary conjecture that a relationship
exists between social capital and health-related well-being in both rural and urban
populations. However, an inverse relationship was observed between some forms of
social capital and health across the two population groups due to differences in
availability and quality of social resources. For example, even though some people had
a high level of social capital it did not necessarily mean that they experienced a high
degree of health and well-being. A positive relationship between healthcare access and
health-related well-being was also observed among both rural and urban populations.
Health literacy also exhibited the same positive effect on health as expected.

a) The positive relationship between access to healthcare/health literacy and
health and well-being is conditional upon a high level of social capital
From both quantitative and qualitative perspectives, social capital significantly shaped
the way health-related knowledge and healthcare affected health and well-being of
both rural and urban groups. Of particular relevance were the inconsistencies between
the two population groups owing to differences in structure, the strength of the bond,
and expectations of social relationships.

Also, the theory put forward in a plethora of empirical works advocates that generating
and increasing the stock of social capital for individuals, communities and even states
will have a positive effect on improving health and well-being (Putnam, 1993; Putnam,
2000; Rostila, 2013). While this study adds to those voices, it equally suggests that too
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much of some forms of social capital —by their sheer quantity alone—can be
potentially deleterious to health-related well-being through the health-related
knowledge and the nature of the healthcare access they inspire. For example, having
too many sources of social capital may result in conflicting health advice, which may
lead to poor choices and ultimately, unhealthiness. Thus, while a high stock of social
capital (including weak ties such as bridging and linking social capital and even
cognitive social capital) are positively influential in some instances, the study
demonstrated that a high level could have a negative effect on health and well-being
in other circumstances. Surprisingly, low levels of social capital were sometimes better
for health-related well-being than high levels in the light of their effect on health
literacy and healthcare access. Factors such as the quality of resources, proximity to
the resources—both the distance and usefulness and even the willingness of resource
holders to part with them—determine the degree and kind of influence social capital
exerts on those in need of health-related assistance. The study thus cautions against
simplistic approaches to, and views about the role of social capital in health and wellbeing because of its potentially adverse effects, which can be subtle (Subramanian et
al., 2002). This is contrary to the overarching conclusion drawn by Putnam (2000) that
high social capital is better for health and well-being. It can even be argued from the
findings here that the adverse effects of social capital are just as influential for health
and well-being as their benefits. Therefore, the positive relationship between access to
healthcare/health literacy and health and well-being is conditional upon a high level of
social capital should be viewed with caution. There are circumstances and in some
contexts when a high level of social capital can yield an adverse result.

b) Rural people are more likely to have high levels of, and rely more on,
social capital than urban residents
Social capital proved to be more useful for determining the extent to which both health
literacy and healthcare access shaped health-related well-being among rural residents
than urban populations. Social capital was, therefore, more influential for people in
disadvantaged circumstances compared to those in economic, social, and
geographically advantageous conditions. To a significant extent, this helps to explain,
and to some extent reinforces, the inequality and deprivation theses about health. Such
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inequalities either encourage positive actions or create new inequalities through
continual reliance on others for support.

The triggers of social capital differ across sociodemographic spaces as seen in chapter
6. For instance, being in deprived conditions (e.g. rural residents) pushes people to
maintain and even form new networks—beyond their usual social circles—to generate
more support and thus create new social capital in support of socioeconomic
deficiencies (see also Lin, 2001). Rostila (2013), moreover, asserts that disadvantaged
persons who reside in localities with poor social safety-nets—as compared with rural
residents in this study—may be more dependent on their social networks for material
and economic support for purposes of health and well-being. Regarding the findings
of this study, social capital, therefore, acts as a supplement and sometimes, a substitute
for low healthcare access and poor health-related knowledge in the absence of wellstructured social safety-nets for poor and disadvantaged groups (Rostila, 2013).
Withal, reliance on the wrong persons or groups for such support—be it health-related
information or instrumental support—poses a potential threat to health and well-being.
In relation to the first hypothesis (hypothesis ‘a’ above), the adverse effect of a high
level of social capital among rural residents, for instance, can lead to disparities
between the findings among rural and urban people. Such influence can in the end
re(create) more health inequalities and inequities, which can result in increased
reliance on social networks for solutions—culminating in a cycle which compounds
ill-health.

c) Can social relationships explain the successes and challenges in the
implementation and sustenance of pro-poor health policies such as the CHPS
concept?
The strength of social capital at various levels, presents a vital explanation for, and a
potential solution to some of the recurrent challenges the CHPS faces. The degree to
which the policy has remained beneficial to the health-related well-being of deprived
inhabitants accroding to the findings, has much to do with the stock of social capital
in a given locality. It also has to do with how the available social capital is harnessed
and applied to address prevailing challenges about the affordability of the services,
patronage, and understanding of the basic functions of the policy. Hence, the CHPS
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concept is likely to be successful in localities where residents possess higher levels of
social capital.

Further Findings
▪

Weaker social ties were used for curative rather than preventative purposes—
at the point where a person’s state of health-related well-being was potentially
precarious. For this reason, not every form of social capital is necessary for
protecting people from health damaging choices—that is, in terms of how and
when people resorted to them. This partially explains why many other studies
(Cattell, 2001; Poortinga, 2012) did not observe the health buffering qualities
of social capital. Forms of social capital such as those derived from bridging
and linking relationships, and even associational involvement, were relied
upon later than tight-knit associations such as bonding social capital.
Therefore, tight-knit associations more often ensured effective health
information transmission and exhibited a positive influence on health both
independently and interactively (with health literacy and healthcare access)
than distanced relationships (in structure, content and geographical terms) such
as linking and bridging social capital.

▪

A combination of all the three individual types of social capital—bonding,
bridging, and linking—have positive consequences for health and well-being
of the overall population and particularly, rural dwellers. Social capital—in all
its forms—may, therefore, work better for health and well-being when
considered in a complementary manner rather than in isolation. Actually, the
different forms of social capital hardly worked alone but rather in a parallel
manner in its influence on health and well-being. One form of social capital
may help to activate others. For example, bonding social capital sometimes
sparked bridging and linking social capital. At the same time, the reverse may
also occur: weak ties such as bridging social capital, civic participation and
linking social capital may help to solidify social trust at the community level.
The works of Berbrier and Schulte (2000) and Ogden et al. (2013) largely
concur with this observation. Attempts to understand how any of the forms of
social capital work to affect health and well-being should therefore at least
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recognise the existence and functioning of others in a broader sense of the
concept. Moreover, the findings in this study are an indication that attempts to
equate social capital with terms such as trust, or even civic participation, as has
been done in many related studies, are superficial and only toy with the
concept. The findings call for an imperative to decouple systematically —
rather than lump together—the complex phenomena of social capital for
coherent policy design and analysis.
▪

The study contends that persistent and conscious recourse to social capital for
access to healthcare and health-related knowledge among both rural and urban
groups demonstrate the weaknesses in prevailing social and welfare policies
meant to provide relief from, for instance, the health-related financial burden
of people. It is postulated that if vital health services and requisite pro-poor
social capital schemes are well instituted and distributed, the role of social
capital will only be a complementary one instead of a pivotal one in the lives
of rural people in particular. Social capital in this regard could be used as a
barometer for measuring the strength of the health systems. The degree and
nature of the influence of social capital, especially regarding instrumental and
informational support, is likely to give clues about the weakening or growth of
a given health system. A political economy approach (Brenner, 1995; Szreter
& Woolcock, 2004a) provides a decent explanation for this finding as
elaborated in chapter 8’s discussion.

▪

The extent of civic participation was not instrumental in the degree to which
access to healthcare and health literacy affected health-related outcomes. This
finding is inconsistent with the far-reaching findings of Putnam (1993) who
attributed many of social capital’s significant functions to civic participation.
This finding reiterates the assertion that not all forms of social capital are useful
for health-related well-being, (Halpern, 2005). This inures to the imperative to
examine all identifiable forms of social capital discretely to utilise their roles
more effectively in health-related strategies and policies.
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From the foregoing findings the simple, yet complicated, response to the hypotheses
is that ‘yes’, to a significant extent, the resources embedded in social relationships
have a positive influence on how health-related knowledge and healthcare access
affects the health and well-being of rural people in particular. Moreover, the
sustenance of pro-poor health policies such as the CHPS is also predicated
significantly on the type, degree, and quality of social capital in a given locality.
However, the downside of the social phenomenon was also prominent in all the spheres
of interest in this study.

10.3 Policy Implications and Recommendations: Mainstreaming Social Capital
for Social and Health Policies
▪

Social and public health approaches such as health literacy may have positive
consequences for health and well-being for both urban and rural people.
Nonetheless, the extent of such influence and the processes involved are to a
significant extent predicated upon each individual’s and, by extension, each
group’s quality, and quantity of social capital. Any effort to improve health
literacy without recourse to the social capital of individuals and even groups of
interest will be challenging to implement and sustain. It is imperative that
health-related practitioners, including medical personnel, allied health
professionals and administrators, engage with the public and health-service
users—both those seeking preventive and curative services—as if they are
interacting with an entire community rather than individuals or groups at every
material moment. This is in view of the findings that each person/group is a
potential resource for all others within their social networks especially on
issues of health knowledge because health information shopping is prevalent
(Aikins, 2005). Information should be divulged unequivocally. Possibly, a
‘show-me’ or ‘teach-back’ method—asking people to demonstrate their
understanding of knowledge—could be applied when necessary to reduce
ambiguities (Berkman, Sheridan, Donahue, Halpern, Viera, et al., 2011;
Kountz, 2009). In so doing, the potentially negative impacts of various forms
of social capital on health literacy could be curtailed significantly.

262

▪

Given the inconsistent influence of social capital in relation to health literacy
and healthcare access concerning their consequence for health and well-being,
a society friendly approach is proposed. The approach is termed the ‘health
pole’. It is inspired by the theory of ‘development/growth poles’22 in the
seminal theory of Perroux, which was subsequently developed by scholars
including Boudeville, Hirschmann and Friedmann (Campbell, 1972; Hansen,
1967; Mønsted, 1974). This is an attempt to give the concept a sociological
meaning with a focus on making it relevant for social and public health policy.
The ‘health pole’ concept as envisaged will consist of the selection and training
of specific persons—the ‘pole’— among deprived urban groups and rural
inhabitants with poor access to health services. These individuals would
usually be those locally acclaimed as knowledgeable on health matters and
affable—for purposes of approachability. Communities/neighbourhoods could
be supported—financially, technically and logistically—by the respective
district assemblies (through the decentralised arm of the Ghana Health Service,
the National Commission on Culture and perhaps the National Commission for
Civic Education) to collaboratively select such persons through interactive
arrangements such as community gatherings. The training could focus on the
operations of the health system and its auxiliary institutions; information on
sources of proper health information; basic training on symptoms and
evolution of common ailments to aid in decision-making about health and use
of health services. The aim of this social health policy intervention is primarily
to discourage the use of intuition and excessive reliance on seemingly health
literate persons for health information that could in the end damage health. The
‘backward and forward linkages’ of the ‘growth pole’ theory as discussed by
Hirschman (Campbell, 1972) can be incorporated into the ‘health pole’
approach as the interaction between the ‘pole’ (forward linkage) and the health
system (the backward linkage). The interaction between the ‘pole’ and the
public, where relevant information is passed to the public as and whenever a

22

The idea behind the growth pole concept is to create development (growth, employment, and
industrialisation) in backward (deprived) areas by implanting new industries in focal points or at least
concentrate efforts (investments in certain areas. Development is supposed to diffuse to other areas
(supposed deprived ones) in the long run through the forward and backward linkages of the focal
points/industries (Campbell, 1972; Mønsted, 1974; Richardson, 2007). This idea is conceived in an
economic space (Serra, 2003).
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request is made, also represent the forward linkages. The entire program could
also stimulate both structural and cognitive social capital, between the public
and health system and even among neighbours and communities. Such an
approach will reduce the gaps between the public (health needs) and health
institutions—an attainment that is recognised as a key social policy milestone
(Boulding, 1967; Simonds, 1974).
▪

The degree of healthcare access played a vital role in the health and well-being
of rural residents especially. However, the extent of this relationship was
significantly predicated on social capital. Policies to address healthcare access
deficiencies should go beyond the usual suspects such as user-fee removals to
factors relating to health beliefs, norms, expectations and everyday practices
which determine whether a person takes up care regardless of his or her degree
of access (Ware et al., 2009a). Furthermore, to reduce healthcare access
inequities, stronger relationships should be forged between health providers
(the institution and personnel) and the public to enhance the strengths while
curbing the downsides of social capital for health and well-being. In this sense,
factors relating to accommodation and acceptability should be given the same
weight as other dimensions of access to healthcare in policy design and
implementation. This will not only broaden understanding about the influence
of different forms of social elements on healthy choices but also ensure that
health facilities remain culturally sensitive—something which many values in
Ghana according to studies (Ganle et al., 2014).

▪

It is postulated that implementing pro-poor health policies such as the CHPS
concept and others with similar characteristics in localities with low social
capital—especially those relating to community levels—may render it [them]
susceptible to recurrent operational challenges and perhaps an eventual
collapse. For this reason, it is the position of the present study that social capital
should be a crucial policy fabric especially regarding policies geared at
promoting health and well-being at local and micro levels. It is argued that the
aims of community-based health policies such as the CHPS are well
“facilitated within community contexts characterised by rich tapestry of trusted
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and valued social networks” which emphasises the “positive value of high
levels of civic participation which is essential for health enhancing attitudes”
(Campbell, 2000, p. 186). Such an environment helps to mobilise public
support for (health) policies (Rostila, 2013). Social capital gives decisionmakers a useful handle on the character and importance of community and the
social fabric. It is also a useful source of insight into new policy levers, [and
even existing ones such as the CHPS in this study] but it is not a panacea to
solving all policy problems (Halpern, 2005). In order to prevent incidents of
duplication of efforts in a bid to stimulate and incorporate social insights across
various government departments (Halpern, 2005), it is contended that an
approach similar to the healthy public policy23 concept (Green & Tones, 2010;
Kemm, 2001), be adopted in stimulating and introducing social capital
elements in health policies. All departments and agencies including those
relating to health and social policies, should enact a common social capital
strategy. There has to be a systematic framework for effective communication
and collaboration between stakeholders—including informal organisations,
networks, and institutions and dominant groups. The process should carry out
analyses of the prevailing power structures, by understanding social
stratification and by incorporating health beliefs, norms, values, and ideas into
policies (Nettleton, 2013; Ogden et al., 2013; Woolcock & Narayan, 2000).

The strategy should include the promoting spirit of volunteerism, the
development of skills for people to engage in social activities. It should reduce
the gaps between institutions and the public through contextually appropriate
financial and non-financial incentives (Sakeah, McCloskey, et al., 2014). In
Ghana, relevant institutions such as the National Commission on Culture and
perhaps the National Commission for Civic Education and respective district
Assemblies can lead the charge in stocking, (re)distributing, monitoring, and
evaluating the impact of/for social capital24 concerning policy initiation,
23

A healthy public policy is a policy that aims to increase the health-related well-being of those
individuals and communities that it affects. …It follows that virtually all aspects of public policy impact
on health, and it is self-evidently desirable that all public policy should be Healthy public policy (Kemm,
2001, p. 79)
24

The strategies for stimulating social capital are discussed in chapter 9.
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implementation, and sustenance. Such an approach will curb the sensitivity of
social capital in either reducing or generating health-related and even social
inequalities by making it an essential element in policies to ameliorate health
and well-being despite accusations of ‘victim blaming’ (For instance, Pearce
& Smith, 2003). Furthermore, in the light of the findings of this study, a holistic
approach to generating and using social capital will provide an opportunity for
contextually examining and systematically applying appropriate forms and
amounts of the social phenomenon in relevant policy measures. Lastly, this
strategy will give a voice to deprived persons (rural populations and even urban
poor in this study) in policy design and even strengthen their social capital.

10.4 Contributions of the Study
The study makes contributions in three major areas namely theory, research
methodology and policy.

10.4.1 Theoretical contribution
▪ Some calls have been made to “unpack the black box of process to appreciate
just how crucial are on-going face-to-face relationships to the delivery of key
public health services, especially in developing countries’’ (Szreter &
Woolcock, 2004b, p. 704). This study has systematically unpacked and largely
responded to this theoretical dilemma about the social capital theory and
aligned each of its components to health promotion and policy variables
including health literacy and access to healthcare in a manner that has only
been attempted, if at all, in other contexts. The approach helps to discover
which aspect of social capital, its extent, and the way in which each aspect’s
specific dimensions of social capital affects health and well-being both directly
and interactively. The results give clear cues as to which aspects and what level
of social capital are crucial for improving health and well-being in answer to
the queries of some scholars (Lee et al., 2009).
▪

The study also expands on the little empirical literature on matters relating to
social capital, health literacy, and healthcare access in the study context with
relevance for other developing countries. Indeed, this is one of the few studies
that have elucidated the relationship between social capital and health literacy
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(as a social policy), and as a key ingredient for health policy design in a
developing country. By examining the role of social capital in matters relating
to health literacy and healthcare access, the study partially reveals how medical
help is sought from a sociological perspective. The study thus expands on
models that enunciate the social determinants of health and social construction
of health and health promotion such as social organisation strategy (Nettleton,
2013; Pescosolido, 1992) and even social epidemiological models (Berkman et
al., 2014). Furthermore, the findings buttress and expatiate the relationship
between theories such as political economy and health promotion, and health
policy with social capital at the centre.
▪

Furthermore, the study has explained the pathways and the mechanism through
which varying forms of social capital affect health and well-being in response
to several calls for clarification of this matter (Kawachi et al., 2008; Pearce &
Smith, 2003). Aside from the two major intervening concepts of interest—
healthcare access and health literacy—other health-related behavioural
choices, as well as the intricacies of the process as demonstrated through the
qualitative parts of the study, were used to show the pathways and mechanism
of influence of social capital on health and well-being.

10.4.2 Research and Methodological Contribution
On the aspect of research methodology, the study contributes to areas including
measurement and other practicalities for effective inquiry on the role of social capital
in health-related well-being.
▪

The study makes a significant contribution to the development of contextually
relevant instruments for measuring the key theories in this study. While some
of the instruments (S-ASCAT) for measuring social capital, the health literacy
instrument, and the other outcome variables were adopted from previous
works, they were adapted to fit the study’s context. This approach solves one
of the biggest challenges in conducting similar research, especially in
developing countries, where studies in this direction are still at formative stages
(Atilola, 2013; Smith-Greenaway, 2015; Story, 2013). Moreover, leaning on
earlier works and extensive literature review, an instrument has also been
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devised to measure health care access with locally informed examples to each
item on the tool’s list. The tool is meant to elicit the state of access to healthcare
from a consumer perspective but with questions that assess both personal
characterises and the health system’s characteristics that either enhance or
derail access to healthcare. These instruments undoubtedly provide a useful
springboard for further research and a valuable tool with which health
administrators can gain insight into the likely impact of relevant policies.
▪

Discourse about the measurement of some components of social capital,
particularly the distinction between the three common types—bonding,
bridging, and linking—is still being explored (Granovetter, 1973; Grootaert &
van Bastelaer, 2002; Halpern, 2005; Patulny & Svendsen, 2007). There is a
thin line between the three main forms of social capital (Patulny & Svendsen,
2007). It appears however from the present study that their differences are more
explicit at the point of functioning. The nomenclature about the different types
of social capital provides nothing more than a label for an apparent structural
difference. As labels go, they cover a variety of differences and nuances that
need to be explored in more detail before postulating healthcare policy that
seeks to utilise social capital appropriately and efficiently. Thus, it is crucial
always to consider how different forms of relationships are contextually
viewed as part of social capital studies. This is in view of the fact that certain
relationships are culturally defined and do not transmit unilaterally across
contexts as easily as the elements in measuring each of these types of social
capital in this study suggest. By its endeavours, this study helps to disentangle
some conceptual confusions (Patulny & Svendsen, 2007) about the
measurement of some of the key and renowned components of the concept.

▪

The present study, therefore, departs from the usual practice in which social
capital is methodically and conceptually represented by one unique component
such as civic networks and norms of trust (Patulny & Svendsen, 2007). The
findings herein suggest that such attempts only paint a partial picture of the
concept of interest. Furthermore, findings from such endeavours may display
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a biased perspective of the theory. This is why many public and policy research
on social capital have concluded with overly positive assertions.

10.4.3 Policy Contributions
Lastly, the findings of the study have timely implications for policy actions especially
those meant to address health related inequalities and inequities including the
provision of social services. Of particular mention is that the study expands and
contributes to the debate on social determinants of health and well-being.
▪

The study makes a convincing case for mainstreaming ‘social’ elements of
social capital into health and social policies, programs and strategies by
reconceptualizing the nature, process, and properties of fundamental social
entities and collective actions that have a significant bearing on the initiation,
implementation, and maintenance of these policies. This is different from the
current stance of only recognising some generic elements of social capital as
and when needed. This perspective is backed by the current approach and
redefinition of the role of the state in development practice. The state is now
not the sole agent directly involved in the provision of interventions that affect
transformation in social welfare, social institutions, and access to adequate
livelihoods—including health and healthcare matters. It is now regarded as a
development partner (Hall & Midgley, 2004). This positioning gives weight to
the role of social capital (civic organisations, social trust, and individual
relationships) especially in the implementation of pro-poor policies as it
produces practical as well as beneficial influences on health, well-being, on
pro-poor health policies as well as the health system itself. The study is thus a
timely one as it also delivers essential insight into the approaches that should
be adopted to utilise social capital for these purposes—something which many
studies in the subject matter have continually missed.

▪

The present study conceptualised rural-urban residents as poor/disadvantaged
and relatively affluent groups respectively, not only in economic terms but also
regarding the quality of life in general (including access to basic social
services). The findings contribute to the continual recognition of rural-urban
discrepancies as a major social divide in design and implementation of social
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policies. This is a departure from the dominant approaches to examining and
addressing social problems through the lens of gender, class, social status, race
and power (see Spicker, 2014). Indeed, scholars posit that the unique
characteristics of residents of urban and rural settlers provide differing
contributions to social and health policies in a manner that helps to put people
at the centre of all decisions regarding health and well-being [per this study]
(Hall & Midgley, 2004). The extent and nature of the influence of social capital
on health-related inequalities between both population groups point to the
policy gaps in the health system.
▪

Finally, the study makes a vital contribution to public health policy approaches
such as health knowledge—health literacy and healthcare access. Firstly, this
undertaking accords with the long-held opinion that things having to do with
health education of the populace and particularly disadvantaged persons are of
critical importance for social policy (Simonds, 1974). Per the findings,
attempts to improve health-related knowledge and healthcare access by
decision -makers are unlikely to be successful if they do not take cognisance
of social capital, which can promote or impede the progress of addressing
health inequalities especially in weak health systems (Gilbert & Dean, 2013).

10.5 Limitations
While the results and the study itself highlight the critical role of social capital in
matters concerning health-related knowledge and healthcare access, some
shortcomings were observed:
▪

Although significant, many of the statistical relationships between social
capital (its proxies) and some health-related variables—both directly and
interactively—were weak (signified by small coefficient sizes). Hence, caution
should be taken in making conclusive remarks about some of the findings.
Nonetheless, given the theoretically distanced relationship between the key
variables of interest, the significance of the relationships (the coefficients)
rather than their magnitudes remain more salient. Moreover, the small
coefficients can partly be attributed to a multitude of control variables that were
considered in the spirit of ensuring robust models. Furthermore, given the
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critical nature of the health of individuals and the population as a whole, any
variable that significantly explains the health inequalities or status at any given
time has to be accorded the utmost attention.
▪

The study moreover relied on retrospective cross-sectional data. Therefore,
recall biases could have limited the quality of the data. Some participants might
have had challenges in recalling details of some relatively uneventful, everyday
actions about health-related decisions. For this reason, causal inferences cannot
be drawn between the variables of interest regardless of how convincing and
intriguing the findings may be. Perhaps a longitudinal study design could have
elicited further data and new knowledge including changes in the influence of
social capital over time. Furthermore, considering that some of the research
questions and the instruments used, such as that of health literacy, sought to
elicit self-efficacy and personal abilities, some participants might have
modified their responses. However, combining two research strands helped to
capture the salient influences of social capital adequately from a multiplicity
of influences on health and well-being.

10.6 A Future Research Agenda
The present study has examined the archetypal role of social capital in health
promotion and policy among different population groups. However, a considerable
and yet significant contribution could still be attained through further studies:
▪

The present study drew some comparisons between the state provision of
healthcare and the functioning of social capital within one region in Ghana.
Further to this course, future projects could consider the possibilities of
comparative studies among administrative regions in Ghana. Others could also
attempt cross-country comparisons especially between developing countries
where works on social capital’s effect on health-related well-being are
woefully inadequate.

▪

Differences in access and use of technology affect the formation, sustenance,
and influence of different forms of social capital particularly in relation to
health (Fong, 2009; McCracken & Phillips, 2017; Putnam, 1995). Such
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technologies, including access to the internet, can potentially (re)generate
social capital and enhance its role in health programmes (Ferlander, 2003).
Future research should attempt to address the question of how increased access
to technology could affect the formation and influence of social capital on
particularly health literacy and consequently health-related outcomes in a bid
to structure stronger health systems and effective health and social policies.
▪

Finally, a multilevel research may help to delineate the operational influence
of social capital better by considering its effect on different societal and
structural enclaves. It is suggested that future studies should adopt this research
design to give a broader multifaceted perspective on the substance of this study
(Field, 2013). Such an approach will expose variations in the influence of social
capital on health and well-being between different population groups in various
social hierarchies (Subramanian et al., 2002).

▪

With respect the proposed “health pole” concept in section 10.3, future
research should consider an interventional study. Two sets of communities can
be used. One set can be the intervention communities where the tenets of the
“health pole” concept shall be implemented. The other set of communities can
serve as a control group. Such an approach will allow for effective policymaking through empirical evidence and a systematic feedback mechanism.

10.7 Conclusion
Social capital appears to have a significant role to play—in both positive and negative
ways—in the promotion of health and well-being of disadvantaged groups such as
rural residents in particular. The aetiological pathways of social capital’s impact on
health are scarcely clear (Pearce & Smith, 2003). However, this study shows that its
influences are more pronounced and meaningful when situated in the context of health
promotion and health policy such as uptake of preventive health services and
behaviours, health literacy, and access to healthcare. Indeed, it is apparent from the
study that social capital can promote or undermine the implementation and sustenance
of health policies.
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In a similar vein, some of the weaknesses in the health system itself—including issues
relating to dimensions of access to healthcare and proper health information—may be
exacerbated or settled when examined within a social capital framework. However,
according to the findings, social capital does not necessarily always have to be at high
levels to have a positive effect on health and well-being. In fact, having elevated levels
of some forms of social capital can even be deleterious for health and well-being when
it interacts with a person’s health literacy and healthcare access. This study posits that
the consequences of social capital, whether directly or interactively, can operate in
different ways owing to a variety of diverse circumstantial factors including quality of
resources, the amount of time at hand, proximity to resources, the context of social
interactions, and the idiosyncrasies of the population group under investigation.
The study proposes that it is certainly not the case that every form of social capital is
useful for health and well-being. Nevertheless, considering its apparently
indispensable role in promoting health and wellness, especially among disadvantaged
groups such as rural people, the social capital perspective has proved to be as crucial
as other markers of health and well-being in healthcare systems. This can make social
capital a ‘double-edged’ sword, and an ambiguous and unpredictable phenomenon
whose worth for health and well-being can significantly be improved by careful
contextual examination.

A tactical approach including developing a cross-cutting strategy to construct and
incorporate the ‘right kind’ and ‘proportion’ of social capital—whether low or high—
systematically into the process of promoting health and advancing policies to address
health-related inequalities is strongly advocated. Despite its significance, social capital
as the study demonstrates is not and cannot be a panacea for all challenges facing a
health system. It may be particularly useful as a complement and not a substitute for
the natural duty-bearers—such as governments and professionals. Nevertheless, this
study has entrenched social capital as a key determinant of health and well-being as
well as in policies to address health-related inequalities.

273

Appendices
Appendix 1: Social capital and Health Research in Developing Countries 1990/2000 to 2015
Author and Year

•

Research
setting
Indonesia

Research Method/sample
size
Quantitative
25,101 individuals (national
sample
Quantitative with a sample
of 1104

Component of social
capital assessed
Trust and participation

Health-related
issues/outcomes
Mental health

Social trust and support

Problem drinking:
Alcohol as stress
reliever
Self-rated health
Measured
Blood pressure
measurement and
blood sugar
measurement
mental health status

Results/Findings

1•

Tampubolon and
Hanandita (2014)

2

Jirapramukpitak et al.
(2014)

Thailand

3

(Riumallo-Herl
et al., 2014)

Chile

Mainly quantitative
approaches
A two stage process
consisting of 5434 for
questionnaire response and
sub group for clinical
biological sample collection

social support; and
generalised and
neighbourhood trust

4

(Thuy & Berry,
2013)

Vietnam

Both structural and
cognitive social capital

mental health
(distress)

5

(Chiao et al., 2012)

Philippines

Quantitative approaches
Using 172 mothers of
children with
moderate/severe disabilities
Quantitative approaches

Community social
capital

Pregnancy intent

Inconsistent relationships between different
variables of community level social capital and
pregnancy intent

Participation in
community level
activities

Nutrition health
knowledge among
household heads

There was no association between social capital and
nutritional health knowledge

6

(Moxley et al., 2011)

Philippines

6,849) and (n = 6,773)
countrywide survey
Mainly quantitative
approach (initial in-depth
interviews 25 people to
adjust survey instruments).
361 household heads
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Individual social capital was found to be positively
associated with mental health
Social capital was not significantly associated with
problem drinking.
1.Social capital has a causal effect on depression
2. social capital may be causally associated with
early markers of cardiovascular risk
3. All indicators of social capital have significant
associations with self-rated health outcomes at ages
45 and 64, while associations are weaker for
younger or older age groups
4. At ages 30-44, generalized and neighbourhood
trust are associated with lower diabetes and
hypertension prevalence. In contrast, at ages 45-64,
lower generalized trust is associated with increased
diabetes and hypertension prevalence.
Higher social capital relates to better mental health

Author and Year

Research
setting
Uganda

Research Method/sample
size
mixed-method strategy

Component of social
capital assessed
Structural and cognitive
measures

Health-related
issues/outcomes
Mitigation of
challenges
associated with
HIV/AIDS
HIV-related
psycho–social
attributes, risk
behaviour,
prevalence and
incidence.
The mental health of
mothers of oneyear-old children

Results/Findings

7

(Muriisa & Jamil,
2011)

8

(Pronyk, Harpham,
Morison, Hargreaves,
Kim, et al., 2008)

South
Africa

Quantitative method using
1063 sample of 14 to 35year-old males and females

Structural (SSC) and
cognitive (CSC)
measures

9

(De Silva et al.,
2007)

Quantitative: Multi-level
modelling
Sample: 6909 mothers of 1year olds.

Individual cognitive
and structural social
capital and aggregation
of individual factors
assessed to make up the
ecological social capital

10

(De Silva &
Harpham, 2007)

Quantitative methods using
7242 mothers of 1-year-old
children

Structural and cognitive
social capital measures

Child nutritional
status

Support from individuals and cognitive social
capital have fairly consistent association with child
nutritional status

11

(Harpham et al.,
2005)

Peru,
Ethiopia,
Vietnam
and
Andhra
Pradesh
(India)
Peru,
Ethiopia,
Vietnam
and India
(Andhra
Pradesh)
Colombia

Structural and cognitive
social capital measures

common mental
disorders

Social capital did not emerge as a risk factor for
CMD

12

(Harpham et al.,
2004a)

Cali,
Colombia

structural and cognitive
social capital.

Mental health

Poverty related factors showed more association to
mental health than social capital

13

(Ndiaye et al., 2003)

Niger

Quantitative methods using
1057 young people aged 1525 years
Quantitative methods: 1168
sample consisting of youth
(15-25 years)
Mixed-method strategy
102 in-depth interviews
33 AFP reports

Structural approach

acute flaccid
paralysis (AFP)
surveillance

Community-based approach can improve the level
of comprehensiveness and sensitivity of
surveillance.
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Individuals and groups are connections and
interactions are important mechanisms for
alleviating HIV/AIDS challenges
SSC and CSC have different influence on the health
variables. Not all social capital is protective or
health promotive

1. Individual cognitive social capital is associated
with reduced odds of common mental disorders
(CMD)
2. Structural social capital had mixed associations
with CMD depending on context

Author and Year

Research
setting
Indonesia

Research Method/sample
size
Quantitative methods
involving 4612 children with
3450 mothers
Mixed research methods
with 109 in-depth interviews
and 720 members and nonmembers of CBHI

Component of social
capital assessed
Mothers’ participation
in community activities

Health-related
issues/outcomes
Child height-for-age
and weight-for-age

Bonding and bridging
social capital

Social capital as
explanatory factor
of the low
enrolment in
community-based
health insurance
(CBHI)
Post-Traumatic
Stress Disorder
(PTSD)

14

(Sujarwoto &
Tampubolon, 2013)

15

(Mladovsky et al.,
2014)

Senegal

16

(Flores et al., 2014)

Pisco in,
Peru

Quantitative approaches
with 1012 adults through
complex, multi-stage
random sampling.

Structural and cognitive
social capital in adult
survivors of the 2007
earthquake

17

(Yip et al., 2007)

Rural
China

Quantitative approaches
using 1218 individuals aged
16–80

structural/cognitive dist
inction

18

(Brune & Bossert,
2009)

Nicaragua

Quantitative approaches
using 408 respondents in a
two phase baseline surveys
using systematic random
design methodology. Six
communities selected based

Associations of both
structural/cognitive wer
e assessed
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Examines
relationships
between social
capital and health
and well-being: selfreported general
health,
psychological
health, and
subjective wellbeing
Evaluate
interventions
designed to improve
the levels of social
capital in postconflict
communities in

Results/Findings
Shows strong evidence for the causal flow running
from a mother's social capital to her children's
health.
-Having privileged social relationships was
positively correlated with enrolment in CBHI;
-CBHI members had greater bridging social capital,
which provided them with solidarity, risk pooling,
financial protection and financial credit.

Cognitive social capital was found to be negatively
associated with chronic PTSD, while no significant
association was found for structural social capital.
Specifically, those with high cognitive social capital
had an almost two times lower prevalence of
chronic PTSD
-Results indicate that cognitive social capital (i.e.,
trust) is positively associated with all three outcome
measures at the individual level and psychological
health/subjective well-being at the village level as
well.
- Trust affects health and well-being through
pathways of social network and support.
- here is little statistical association or consistent
pattern between structural social capital and the
outcome variables.
- Structural components of social capital were
associated with more desirable individual health
behaviours such as the use of modern medicine to
treat children's respiratory illnesses.
-Cognitive social capital was positively linked to
community health behaviours such as working on

Author and Year

Research
setting

Research Method/sample
size
on their varying levels of
social capital

Component of social
capital assessed

Health-related
issues/outcomes
Nicaragua and to
relate those
increases to health
issues
Depression among
children in migrant
and non-migrant
homes

19

(Wu et al., 2014)

China

Quantitative methods with
701 children

Bonding social capital
and cognitive social
capital

20

(Hurtado et al., 2011)

Colombia

Quantitative methods:
Cross-sectional study design
with a nationally
representative sample (rural
and urban residents) of 3025
respondents (People aged 18
years or older)

Structural
(distinguished between
formal and informal)
and cognitive (trust and
reciprocity)

Self-rated health

21

(Hall et al., 2014)

Burundi

Quantitative approach with
longitudinal design. Sample
size of 176 children

Cognitive social capital

22

(Wang et al., 2009)

China

Quantitative approach with
9608 subjects 15–85 years
of age.

Cognitive dimension of
social
capital, (distinction

Depression and
posttraumatic stress
disorder (PTSD)
symptom
Self-reported health
status
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Results/Findings
community sanitation campaigns through attitudinal
change.

Children who are currently left-behind, either with
or without previous experience of being a migrant,
appeared to exhibit higher levels of depression.
However, children who had previously been leftbehind, but lived with both parents at the time of
study, tended to experience fewer depressive
symptoms. Parental migration also influenced
children's mental health through the mediating
effects of family and community social capital.
-Multilevel analyses showed no significant
variations of self-rated health at the regional level
- interpersonal trust was statistically significantly
associated with lower odds of poor/fair health, as
well as the cognitive social capital component.
-Members of farmers/agricultural or gender-related
groups had higher odds of poor/fair health,
respectively.
- associational membership was associated with
lower odds of poor/fair health.
- In conclusion, cognitive social capital and
associational membership were related to better
health,
Cognitive social capital was associated with
decreased depression between
no association was found for PTSD symptoms at
either time point.
-trust is positively associated with both general
health and mental health, while mistrust is more
powerfully associated with worse mental health;

Author and Year

Research
setting

Research Method/sample
size

23

(Sirven, 2006)

Madagascar

Quantitative methods with a
sample of
587 households

24

(Valadez et al., 2005)

Nicarag-ua

Quantitative approach with
about 1330 mothers and 26
line managers of NGOs

25

(Shen, 2014)

China

26

(de Souza & Grundy,
2007)

Brazil

27

(Khawaja et al.,
2006b)

Lebanon

Quantitative approaches:
Multilevel mixed regression
analyses
2685 individuals 45 years
older living in 1570
households from 96
communities/villages in 16
counties/districts
in these two provinces.
Quantitative methods using
253 adolescents and 266
elders aged 60 and
over. Participants were then
randomly allocated to
control and intervention
groups
Quantitative approaches.
Stratified random sample of

Component of social
capital assessed
between trust and
mistrust. )

Health-related
issues/outcomes

Results/Findings
-village-level trust substitutes for individual-level
trust, while individual-level mistrust interacts
positively with village-level mistrust to affect
health.
A high level of social capital—especially in
collective actions and social networks—leads to
better self-rated health

Structural dimensions
(associations, collective
action, ceremony,
network involvement)
Community activities:
density of health
committees and
mothers’ clubs

Self-rated health

Community building
(ecological) study

Mental health

Cognitive and Bonding
social capital

Self-rated health

Results showed that adolescents in the intervention
group were nearly three times more likely to rate
their health as good than those in the control group.
There were no significant differences between
groups on other outcome measures.

Structural and cognitive
elements

Self-rated health

Findings from logistic regression models showed
that social capital as measured by a simple index is
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Maternal health
behaviour

Social capital (density of health committees) were
associated with pregnant women attending antenatal
care (ANC) 3+ times, and/or retaining ANC cards.
Social capital was also associated with child
diarrhoea case management indicators and
organizational learning was related to changes in
maternal and child health behaviours of the women
Developing the community capacity by establishing
the community-based grassroots organizations and
semi-public spaces will benefit an individual's
mental health in current China.

Author and Year

Research
setting

28

(Edgeworth &
Collins, 2006)

Bangladesh

29

(Go et al., 2010)

Chennai,
India

Research Method/sample
size
1294 adolescents aged 13–
19 years
Quantitative methods 208
respondents
(93 males and 115 females)
selected with no stochastic
sampling approach
Quantitative methods.
Sample of 1499 men

30

(Odek, 2014)

South
Africa

Quantitative approaches
with 554 (55% female)

31

(Mladovsky, 2014)

Senegal

Quantitative approach. 382
members and ex-members of
community-based health
insurance (CBHI)

Component of social
capital assessed

Health-related
issues/outcomes

Participation on group
activities

household use of
self-care treatment
practices in
diarrhoeal outbreak

social capital (number
of formal and
informal groups, trust
and solidarity in the
community);

Risk of HIV
infection:
Prevalence of sexual
violence and to
identify risk factors
associated with
perpetrating forced
sex
Health-related
quality of life
(HRQoL) among
adults on HIV
treatment
Drop-out rate from
CBHI

Group-based and
personal social
networks; social
support from the
networks
Bridging and linking
social capital
(privileged social
relationships and
membership of
community associations
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Results/Findings
strongly associated with self-rated health status,
controlling for community, age, sex and income.
aspects of social capital can assist household welfare
through self-care in times of diarrhoeal disease
- households exhibiting weakened social and human
capital were more excluded from information on
appropriate self-care treatments.
Men who reported having 3 or more close friends
were less likely to perpetrate violence

-Personal rather than group-linked social network
and access to network resources were significantly
associated with mental but not physical health.

-Active community participation in
CBHI may increase levels of social capital of CBHI
members and that this may in-turn reduce the
likelihood of drop-out.
-Trustworthiness in management ensured active
participation in the CBHI.
-The results suggest that schemes may be able to
reduce drop-out and increase quality of care
by creating more opportunities for more active
participation including strengthening social capital
-However, too much dependence on social capital to
sustain participation may create inequalities in the
end

Author and Year

Research
setting
India

Research Method/sample
size
Quantitative approaches
using 5287 households

Component of social
capital assessed
Bridging and elements
of linking social capital.
Measured by social
networks and
association
memberships

Health-related
issues/outcomes
Maternal education
and childhood
immunization:
social capital as
mediator

32

(Vikram et al., 2012)

33

(Hampshire et al.,
2011)

Ghana

Mixed methods research.
131 in-depth interviews and
1005 questionnaire
administered to children of 8
to 18 year olds

Social networks (and
the support that comes
from them)

Young people’s
health seeking
behaviour

34

(Gregson et al., 2011)

Zimbabwe

Quantitative approaches:
analysis sample from 88
communities in Eastern
Zimbabwe

Network dimension—
participation in local
community groups

Effect of social
capital on HIV
prevention

35

(Myer et al., 2008)

South
Africa

Quantitative approach with
nationwide a probability
sample of 4351 adults

Bonding and social
support

Psychological
distress

36

(Story, 2014)

India

Multilevel quantitative
approach with 10739 recent
mothers and 7403 children

POPLINE
Bonding and bridging
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Antenatal care
utilisation;
professional
delivery care and
childhood
immunization

Results/Findings
Social capital was even more strongly related to
maternal education than was human capital
irrespective of religious or caste membership
-Social capital was only weakly related to maternal
education. so, it was not a main pathway through
which the mother's education translated into higher
children's immunization
- Young people reported using a wide range of
personal networks to access otherwise unobtainable
health resources: soliciting medicines or money for
medicines, lifts from taxi-driver acquaintances and
other forms of support
-interviewees did not simply rely passively on
existing social capital; they actively sought,
generated, developed and mobilised networks to
access healthcare.
Individual women in community groups had lower
HIV incidence and more extensive behaviour
change, even after controlling for confounding
factors. Community group membership was not
associated with lower HIV incidence in men
-High levels of psychological distress were common
among people with low social capital. Social
support did not show association with the outcome
measure
-Community level social capital is associated with
all three outcomes
-Bridging social capital was positively associated
with all three outcomes measures
-Bonding social capital was negatively associated
with use of preventive care but positively linked to
professional delivery care.

Author and Year
37

(Kakietek et al.,
2013)

Research
setting
Nigeria

(Sasaki et al., 2012)

Zambia

39

(Saha et al., 2013)

India

40

(Leal Mdo et al.,
2011)

Brazil

41

(Nobles &
Frankenberg, 2009)

Indonesia

42

(Ware et al., 2009b)

Nigeria,
Tanzania,
and
Uganda

38

Research Method/sample
size
Mixed methods design.
Sample of 5376 across 28
states. Key informant
interviews with CBO staff
and key informants from 14
communities
Longitudinal quantitative
study with HIV patients who
were over 15 years enrolled
in 2010. 157 patients
Quantitative approach
643,944 ever-married
women (15 – 49 years)

Component of social
capital assessed
Participation in group
(Community-based
organisations, CBO)
activities

Health-related
issues/outcomes
HIV/AIDS
knowledge

Bonding social capital

Quantitative methods with
1485 pregnant women in
two cities in Rio de Janeiro
5144 children (average age
5.7) and 3281 mothers

Ecological social
capital

Self-reported
adherence to
Antiretroviral
therapy (ART)
Access to maternal
health services
(institutional
delivery, feeding
babies, use of family
planning
Use of prenatal care

Qualitative approach: 414
interviews and 136
observation sessions were
conducted across the three
sites with ART patients.

Participation in
community
organisations (self-help
groups)

Mother’s participation
in community level
activities (community
meetings, cooperatives, voluntary labour,
village improvement
activities, and the
village women's
association.)
Cognitive and structural
aspects
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Results/Findings
Stronger CBO engagement were more likely to be
aware of HIV/AIDS related services; report that
prevention and care services were available in their
community, know about prevention and care
services than those who engage less in CBO
activities
Support from spouse was positively associated with
adherence to ART

Participation in self-help group was associated with
higher knowledge on family planning and maternal
health service uptake

High communal level social capital was associated
with frequent use of prenatal care use.

Children’s
nutritional status
(height-for-age)

Children from families with low levels of human
and even financial capital still had better health
status if their mothers were active participants in
group activities.

Adherence to ART

Social capital the best explanatory construct to
interpret adherence strategies and explain their
success.

Author and Year

Research
setting
Namibia

Research Method/sample
size
Quantitative approach with
300 sample

Component of social
capital assessed
Bonding, bridging,
linking social capital
Cognitive and structural
factors

43

Smith and Rimal
(2009)

44

(Fantahun et al.,
2007)

Ethiopia

45

(Morrison et al.,
2005)

Bahamas

Mixed methods research
using a prospective case
referent approach
Qualitative approach with 23
girls 9-16 years: Focus
groups and structured
writing

46

(Campbell et al.,
2002)

South
Africa

Quantitative approach with
1211 respondents

Structural social and
cognitive capital (
networks, trust,
participation in
community activities)
Membership in
voluntary community
organisations

Source: Author’s Construct, February, 2015
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Health-related
issues/outcomes
HIV/AIDS
prevention
behaviours
Under five mortality
rates
(immunization)
HIV awareness
among young girls

Sexual health : risk
of HIV infection
(casual partners,
condom use and
alcohol
consumption)

Results/Findings
Social capital variables differently predicted HIV
related behaviours
Low social capital was associated with high underfive mortality.
Findings revealed a close-knit community in which
girls were social as well as economic participants.
Girls felt safe, trusted their
elders and had an awareness of health and HIV
related issues
Varying results: while group association led to
positive attitude and choices towards HIV risks, it
did not predict better choices for others who also
joined other voluntary groups. Group characteristics
and purpose contributes to its influence on members

Appendix 2: Etymology
Question: What does these words and phrases mean to you considering how it is
interpreted in your community?
1. Health
2. Health facility
3. Health personnel
4. Community (what do people define as community? For instance in relation to
bridging and linking social capital)
5. Neighbourhood
6. Trust
7. Mental health
8. Capital
9. Social relationships
10. Literacy/literate/illiterate
11. Access (access to health care)
Findings from Etymological study
4.4.3.1 Health
The general definition of health or being healthy as offered from lay residents within
the study area aligned extensively with that definition offered by (Epp, 1986) that
health is a resource for everyday living that allows us to cope with, manage and even
change our environment. The majority of people defined health in terms of the ability
or inability of a person to go about their usual activities: “a healthy person is someone
who can carry out the day’s activity” (Opoku, male 38 years), “...if someone is sick
he/she cannot work” (Afia, female, 50 years). Others iterated this opinion by
emphasising that even if a person feels unwell but can still go about their duties, then
such a person is healthy:… “if someone wake up in the morning with headache but the
person can go about his normal duties (work) then the person is healthy…he/she is not
sick…For example, I am having body pains and yet I am at work so clearly I am fit!”
(Elisha, male 44 years). This perspective was clarified in relation to the prevailing
socioeconomic conditions: “if someone wakes up with mild headache…I would say
the person is not wholly fit but due to hardships in life, he/she would have to work
with the condition”. Being healthy was thus strongly associated with economic and
everyday functioning as opposed to a mere infirmity or medical diagnosis. Moreover,
health from the perspectives of people resonated more with physical health than any
other form of health.
Health facility/services
Health facilities/services were largely perceived as orthodox health care centres.
However, other non-western practices such as traditional medicine and spiritual
healing through religious leaders such as fetish priests, imams, and pastors, were also
recognised: “…it can be a church, hospital, fetish priest, and even ordinary individuals
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who offer healing” (Sylvia, female, 41 years). The recognition of an institution as a
health facility was however inclined to the trust in the service provider: “There are
some people who claim to be spiritual healers but they only pretend to be so because
of lust for money…they claim to even cure diseases they have no idea about” (Akwasi,
Male 42 years). Others also leaned on their belief and value systems to decide whether
to patronise some health facilities although they recognise their healing prowess
“…Those herbal clinics are good, but for fetish priests, they are some kind of spiritual
healers so I do not like them” (Elisha, 44 years).
Community and Neighbourhood
A distinction was made between community and neighbourhood for the study from the
perspectives of potential participants. Community was largely deemed as the entire
town or village a person lived. A neighbourhood was defined as smaller unit of spaces
within communities usually the immediate surroundings of participants. Some
participants estimated neighbourhoods as at most 10 blocks from each cardinal point
from their own houses. Others thus defined it places and facilities (usually public
utilities) within “walking distance” (Gloria, female, 34 years). However, in urban
areas, some participants acknowledged the enormous size of their communities. The
inhabitants had therefore unconsciously demarcated suburbs within their communities,
which they considered as communities on their own, but not necessarily a
neighbourhood. In Kumasi, some localities within larger communities were labelled
with dominant the name of the dominant ethnic group live within that vicinity. The
meaning given to community and neighbourhoods by the people affirms the assertion
that these terms are some of the most elusive and vague terms in the social sciences
(Stacey, 1969).
Family
The definition of family was tricky among participants. Generally, to many
participants, family consisted of not only immediate or nuclear family but also the
extended family: “In our society, those you share blood relationships with are your
family…I personally consider that…as well as relationships created through
marriage.” (Gloria, female, 34 years). Others even considered people with whom they
shared religious faith.
Mental health
Mental health generally represented someone who is blatantly mad or someone who
behaves in a manner that deviates extremely from acceptable social standards such
keeping unkempt hair and dressing shabbily. Others signified mental health with a
person’s ability or inability to communicate effectively by way of being able to stay
on point in a conversation and able to understand what is being said. Subtle conditions
such as absent-mindedness, depression, and anxiety were usually not the first item that
came to the minds of participants.
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Trust
Trust was defined in terms of perceived reliability of a person in terms of willingness
to provide social support. Others also elaborated on trust based on a person’s trust
record: maybe at one time you needed ...you went to a specific person and he
helped…wo when the need arises again, you already know that that person can be
trusted to help…that is how you know a person can be trusted” (Akwasi, male, 42
years). Other attributes of trust included truthfulness and religiosity (God fearing)—a
person who is religious was deemed as more trustworthy than one who was not.
Social relationships and capital
Social relationships encompassed associations with family (as described earlier),
people considered as friends, and acquaintances made through religious groups and
civil associations. Some participants reckoned that, some of these relationships possess
an inherent value, which can be equated to economic assets: “…in certain ways ...they
[social relationships] can help you out in critical moments…and not only in the form
of cash” (Elisha, male, 44 years).
Literacy
In the view of majority of participants, a person was considered literate if he/she could
read or write usually in the English language. Senior high school was usually
considered as a level of education that qualified a person as literate. Civil servants such
as teachers were thus explicit examples cited by some participants. Others moreover
related literacy to attributes such as being hygienic and well mannered. In rural
communities, these attributes were some of indicators in identifying an educated
person.
Group Membership and Associational Life
The etymological study also extended to the groups and associations that people often
joined in an attempt to ascertain a list of relevant groups and associations in adapting
the S-ASCAT for the study. Generally, religious affiliations emerged as the
commonest associational life of the people both in rural and urban areas. There were
however other neighbourhood and school based groups. The neighbourhood/village
groups constituted of people usually between about 100 to 200 square metres who
come together for common courses such as fighting crime and cleanliness. Other forms
of associations especially in urban settings were keep fit clubs (sports clubs) and “fan
clubs”—usually associations between people who support a common course or even
an individual (usually a popular person) and were usually neighbourhood and
community-based.

285

Appendix 3
Original instrument of Access to healthcare instrument
Was there any time during the past 12 months
when you put off or postponed getting medical
care you thought you needed because….
i.

…it
1 is was difficult to find a qualified health personnel to
attend to you?

ii.

…you
2
could not find a good medical centre to
attend?
….you
3
could not find the medical service you
preferred? (e.g. herbal clinic)
…the
4
medical centre was too far from your home or
community?
…there
5
was difficulty in getting to the medical
centre?
(because of lack of transportation, traffic jam,

iii.
iv.
v.

Never

Not
often

Often

All the
time

[1]

[2]

[3]

[4]

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

N/A
Don’t
know
[88]

88
88
88
88
88

poor road)

vi.

…the
6
working hours of the medical centre was not
convenient to you? (e.g. they opened too late in the day

88

or they worked half-day on weekend)

vii.

viii.

…it
7 was difficult to get a referral note or
appointment to go to see a doctor? (e.g. to see a
specialist)
…of
8 poor attitude of the medical officers towards
patients (e.g. raising their voice, impatience of nurses and
doctors)
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88
1

2

3

4

1

2

3

4

88

Was there any time during the past 12 months
when you put off or postponed getting medical
care you thought you needed because….
ix.

…of
9 long waiting time at the medical centre? (e.g.
long queues)

x.
xi.
xii.
xiii.
xiv.

...you were not fluent in the languages used at the
medical centre
...you were not fluent in the languages used at the
medical centre
…you did not know the services provided or the
hours of operations of the medical centre?
…the closest health facility won’t treat you because
of your age, sex or illness?
…the treatment method was against your personal
or religious beliefs? (e.g. blood transfusion, spiritual

Never

Not
often

Often

All the
time

[1]

[2]

[3]

[4]

1

2

3

4

N/A
Don’t
know
[88]

88

1

2

3

4

88

1

2

3

4

88

1

2

3

4

88

1

2

3

4

88
88

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

healing methods)

xv.
xvi.

…the
1
medical centre was located in a
neighbourhood
1
that unacceptable to you?
…you
1
thought the quality of service was poor?
(e.g.
2 because of your previous bad experience or that of

88
88

others)

xvii.
xviii.
xix.

…you
1
would lose part of your working hours by
going
3
to the hospital (or clinic, herbal clinic)?
…the
1
price of the medical service was too
expensive?
4
…you
1
did not have health insurance or your health
insurance
5
did not cover your health needs?
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88
88
88

Reliability analysis of initial healthcare access instrument
Was there any time during the past 12 months when you put off or
postponed getting medical care you thought you needed because…
1. …you found it difficult to get a doctor to treat you?
2. …you could not find good medical care?

Corrected ItemTotal Correlation
.530
.371

Cronbach's Alpha
if Item Deleted
.878
.883

3. ….you could not find your preferred medical service?
4. …you thought the distance to the doctor’s office was too far
from your home?
5. …there was difficulty in getting to the doctor’s office?

.448
.651

.881
.874

.734

.870

6. …the physicians working hours were not convenient to you?

.576

.876

7. …there was difficulty in getting appointment?
8. …of attitude of nurses and doctors towards patients
9. …of potentially long waiting time in the waiting room?
10...you were not fluent in the languages used at the medical centre

.555
.631
.718
-.125

.877
.874
.870
.889

11...you were not fluent in the languages used at the medical centre

.016

.892

12. …of your previous experience at the medical centre?

.798

.867

13…the closest health facility won’t treat you because of your age,
sex or illness?
14. …the medical facility was located in a neighbourhood that was
unacceptable to you?
15…you did not know the services provided or the hours of
operations of the medical centre?
16. …you thought the quality of service was poor?

.024

.889

.642

.874

.510

.879

.408

.882

17. …you would lose working hours by visiting the doctor?

.556

.877

18. …the prices of the service (s) was costly?
19. …you were uninsured or your health insurance didn’t cover
your health needs?

.465
.500

.881
.879
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Pre-test Results: Principal component Factor Structure of Healthcare access
instrument
Was there any time during the past 12 months when
you put off or postponed getting medical care you
thought you needed because….

Never

Not
often

[1]

Often
[3]

All the
time
[4]

Don’t
know
[88]

[2]
…you did not know the services provided or the
hours of operations of the medical centre?

.884

…the physicians working hours were not convenient
to you?

.595

…you thought the distance to the doctor’s office was
too far from your home?

.459

…you would lose working hours by visiting the
doctor?
…you were uninsured or your health insurance didn’t
cover your health needs?

.448
.784

…the prices of the service (s) was costly?

.589

…there was difficulty in getting to the doctor’s
office?
…you found it difficult to get a doctor to treat you?

.580
.816

…you could not find good medical care?

.697

….you could not find your preferred medical service?

.683

…the medical facility was located in a neighbourhood
that was unacceptable to you?

.506

…of attitude of nurses and doctors towards patients

.625

…you thought the quality of service was poor?

.594

…of your previous experience at the medical centre?

.507

…there was difficulty in getting appointment?

.545

…of potentially long waiting time in the waiting
room?

.506
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Appendix 4
RESEARCH INSTRUMENTS
LINGNAN UNIVERSITY

HONG KONG
QUESTIONNAIRE
Questionnaire No: _______________________
Date__________________________________
RESEARCH TITLE:

SOCIAL CAPITAL, HEALTH LITERACY, AND ACCESS TO HEALTHCARE: A
STUDY AMONG RURAL AND URBAN POPULATIONS IN GHANA

Dear Participant,
Greetings! Thank you very much for agreeing to partake in this research.
This research explores the extent to which our social relationships influence our knowledge
on health issues and in the way we address our health problems.
The study targets people who are 18 years old and above and who have lived in their current
neighbourhood for at least one year. The research is taking place in selected rural and urban
localities in Ashanti region, Ghana. To participate, you are expected to fill in the questionnaire.
It is expected that the process will take between 45 and 60 minutes.
Please note that this is only an academic exercise. Participation is voluntary. You are free to
opt out of the interview anytime you deem fit.
There are no model answers to the questions. There are no right or wrong answers. Please
respond to the questions based on your experience. Please be assured that your responses will
be treated with optimum confidentiality.
If you have any questions or suggestions regarding this research, please contact, Padmore
Amoah: Telephone: 0207759990 or 0544040647
Thank you.
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A. Health Outcomes
1

2

3

4

Health Status
How many days during the past 30 days was your
physical health not good? (Physical health includes
illness such as malaria and injuries/body pains)
During the past 30 days, how many days did poor
mental health keep you from doing your usual
activities, such as self-care, work, or recreation?
(mental health includes stress and anxiety)
During the past 30 days, how many days did poor
physical or mental health keep you from doing your
usual job?
In all, how would you describe the state of your
health these days? Would you say that in general
your health is …

_______ Number of days
[88] don’t know
[99] Refused
_______ Number of days
[88] don’t know
[99] Refused
_______ Number of days
[88] don’t know
[99] Refused
[ 1 ] Poor
[ 2 ] Fair
[ 3 ] Good
[ 4 ] Very Good
[ 5 ] Excellent

5

Have you or any of your household members been
diagnosed or suffered from any of these health
problems in the past 3 months? (Tick as many as
may apply)

[ ] Malaria
[ ] Pregnancy and related
complications
[ ] Anaemia
[ ] Diarrhoeal diseases
[ ] Hypertension

6

Have you lost any member of your household to any
of these diseases in the past 2 years? (Tick as many
as may apply).

[ ] Lower respiratory infections
(Pneumonia, Bronchitis, influenza
“flu”)
[ ] Stroke
[ ] Malaria
[ ] Heart diseases
[ ] HIV/AIDS

7

Subjective Life Satisfaction and Well-being
Please indicate your agreement with each of these
SD D N A SA
items by circling the appropriate corresponding
number…
In most ways, my life is close to my ideal.
1
2 3 4 5
The conditions of my life are excellent
1
2 3 4 5
I am satisfied with my life.
1
2 3 4 5
So far I have gotten the important things I want in
1
2 3 4 5
life.
If I could live my life over, I would change almost
1
2 3 4 5
nothing
SD =Strongly disagree; D=Disagree; N=Neutral; A=Agree; SA=Strongly agree

i
ii
iii
iv
v

8

How many times were you admitted to the hospital
(or clinic, CHPS, health centre, pharmacy, herbalist)
the hospital in the past 2 years?
9
How many times did you visit the hospital (or clinic,
CHPS, health centre, pharmacy, herbalist) in the
past 1 year?
Use of Preventive Health
10
Have you in the past 2 years visited a doctor for a
routine body check-up? (A routine check-up is a
general physical exam, not an exam for a specific
injury, illness, or condition and which is not by a
doctor’s recommendation)
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Number of times
_______

[88] don’t know
[99] Refused

Number of times
_______

[88] don’t know
[99] Refused

[ 1 ] Yes
[ 0] No

[88] don’t know
[99] Refused

11

By your own initiative, have you in the past 2 years
had your blood pressure checked at home or at a
medical facility at least once?
12
[Females Only]:
Have you had a clinical breast screening at least
once within the past 2 years? (A clinical breast
exam is when a doctor, nurse, or other health
professional feels the breasts for lumps)
13
[Males Only]:
Have you had a clinical prostate/rectal exam at least
once within the past 2 years? (Performed by means
of inserting a gloved, lubricated finger into the
rectum and palpating for lumps/abnormalities
relating to prostate cancer)
Health Behaviour
14
On average, how many hours do you sleep every 24hours?
(Enter hours of sleep in whole numbers, rounding
30 minutes (1/2 hour) or more up to the next whole
hour and dropping 29 or fewer minutes)
15
Do you smoke cigarette every day, some days, or
not at all?
16

How often do you take alcoholic beverages?

17

During the past 30 days, other than your regular job,
did you participate in any physical activities or
exercises such as running, light exercises or walking
for exercise?

[ 1 ] Yes
[ 0 ] No

[88] don’t know
[99] Refused

[ 1 ] Yes
[ 0 ] No

[88] don’t know
[99] Refused

[ 1 ] Yes
[ 0 ] No

[88] don’t know
[99] Refused

_______ Number of hours (01-24)
[88] don’t know
[99] Refused
[ 1 ] Everyday
[ 2 ] Some days
[ 3 ] Not at all
[ 1 ] Everyday
[ 2 ] Some days
[ 3 ] Not at all
[ 1 ] Yes
[ 0 ] No

[88] don’t know
[99] Refused
[88] don’t know
[99] Refused
[88] don’t know
[99] Refused

B.
Social Capital
18. Did you need assistance in any of these areas in the past 12 months?
Yes...1
[✓]
i.
ii.

iii.

No...0
[]

Informational support (health
related information)
Instrumental support
(transportation, money, carrying
things)
Emotional support (comforting,
cheering you up, empathy)

Group Membership
19. In the last 12 months have you been an active member of any of the following types of
groups in your community?
Yes…1
[✓]
I
ii
iii
Iv
V

Work related/trade union
Gender-based group
(e.gs women/men fellowship)
Political group
Religious groups (church,
evangelism group, mosque)
Credit union/funeral group/fun
club (Susu group)

292

No…0
[]

Yes…1
[✓]
Vi
Vii
Viii

No…0
[]

Sports group (football team,
keep fit club)
Youth group/association
School groups/association
Others (specify)
TOTAL:

Support from groups
20. In the past 12 months, did you receive from the group any emotional help, economic
help or assistance in helping you know or do things?
-Assistance (e.g. carrying something
for you, giving/lending you money),
-Informational
support
(e.g.
information about illness, health
insurance) or
-Emotional support (e.g. comforting,
empathy)
Yes...1
No...0
[✓]
[]
i
ii
iii
iv
v
vi
vii
viii
ix

Work related/trade union
Gender-based group
(e.gs women/men fellowship)
Political group
Religious groups
Credit/funeral group/ fun club (e.g. Susu group)
Sports group (football team, keep fit club)
Youth group/Association
School groups/association
Other: specify
TOTAL:

Support from individuals
21. In the last 12 months, have you received any help or support from any of the following; this can be
emotional help, economic help or assistance in helping you know or do things?
(Tick as many as may apply)
i.
Bonding
ii.
Bridging
iii.
Linking
[ ] Nuclear family/household
[ ] Friends of your friends
[ ] Community leaders (e.g.
chief, Assemblyman)
[ ] Extended family
[ ] People of other ethnic
[ ] Religious leaders (E.g.
(Uncles/aunties, grandparents,
groups
Elders, Pastors, Imam,
cousins)
Mallam, fetish priest)
[ ] Close friends
[ ] People from other religious [ ] Politicians (DCE/MCE,
groups
MP, Ministers, opposition
leaders)
[ ] Co-tenants (house/area
[ ] People in other
[ ] District health officer(s)
neighbours)
communities/towns
[ ] People from same religious [ ] Low class/poor people
[ ] Charitable organisations or
association (e.g. church group, (maid, labourers)
/NGOs
mosque groups)
Other (specify):
[ ] Work colleagues
[ ] Professional/skilled
workers (doctors, nurses,
teachers, bank clerk)
Other (specify):
Other (specify):
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i.
TOTAL:

Bonding

ii.
Bridging
TOTAL:
GRAND TOTAL:

iii.
Linking
TOTAL:

22
Citizenship activities items
In the last 12 months, have you joined together with other community
members to address a problem or common issue? (e.g communal
labour such as. cleaning, maintaining roads, building drains,
addressing theft or robbery issue, demonstrations for better services)
In the last 12 months, have you talked with a local authority or
governmental organisations about problems in this
community/neighbourhood?

i

ii

23
i
ii
iii

iv

Cognitive social capital items
Do the majority of people in this community generally get along with
each other?
Do you feel as though you are really a part of this community?
Generally speaking, would you say that most people in your
community/neighbourhood can be trusted or that you need to be very
careful in dealing with people?

Yes…1
[✓]

No…0
[]

Yes…1
[✓]

No…0
[]

[ ] Most people
can be trusted
[ ] One need to be
very careful
Yes…0
No…1
[✓]
[]

Do you think that the majority of people in this community would try
to take advantage of you if they got the chance?

C. Access to Health Care
This question is about the kind of medical practice you often patronize.
24

Please circle the option on each line
that best matches your situation

Never
[1]

Not
often
[2]

Sometimes
[3]

Often
[4]

i. How often do you use orthodox medical
practice/medicine?
ii. How often do you use traditional
medical practice/herbal medicine?

1

2

3

4

All
the
time
[5]
5

1

2

3

4

5

25

i

Was there any time during the past 12 months when
you put off or postponed getting medical care you
thought you needed because….

…it is was difficult to find a qualified health
personnel to attend to you?
2…you could not find a good medical centre to
attend?
….you could not find the medical service you
preferred? (e.g. herbal clinic)
…the medical centre was too far from your home or
community?
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Never

Not
often

Often

All the
time

[1]

[2]

[3]

[4]

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

N/A
Don’t
know
[88]
88
88
88
88
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Was there any time during the past 12 months when
you put off or postponed getting medical care you
thought you needed because….

…there was difficulty in getting to the medical
centre?
(because of lack of transportation, traffic
jam, poor road)
…the working hours of the medical centre was not
convenient to you? (e.g. they opened too late in the
day or they worked half-day on weekend)
…it was difficult to get a referral note or
appointment to go to see a doctor? (e.g. to see a
specialist)
…of poor attitude of the medical officers towards
patients (e.g. raising their voice, impatience of nurses
and doctors)
…of long waiting time at the medical centre? (e.g.
long queues)
…you did not know the services provided or the
hours of operations of the medical centre?
…the treatment method was against your personal or
religious beliefs? (e.g. blood transfusion, spiritual
healing methods)
…the medical centre was located in a neighbourhood
that unacceptable to you?
…you thought the quality of service was poor?
(e.g. because of your previous bad experience or that
of others)
…you would lose part of your working hours by
going to the hospital (or clinic, herbal clinic)?
…the price of the medical service was too
expensive?
…you did not have health insurance or your health
insurance did not cover your health needs?

Never

Not
often

Often

All the
time

[1]

[2]

[3]

[4]

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

N/A
Don’t
know
[88]
88

88

88

88

1

2

3

4

88
88
88

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

2

3

4

2

3

4

88
88

1
1

88
88
88

Functional health literacy
26

Never
Please select the option that best applies to you
[1]

Not
often
[2]

Sometimes
[3]

Often

All the
time

[4]
[5]

i. Do1 you think that it is difficult to read health
information because the text is difficult to see (even if
you have glasses or contact lenses)?
ii. Do2 you think that it is difficult to understand words or
numbers in health information?
iii. Do3 you think that it is difficult to understand the
message in health information?
iv. Do4 you think that it takes a long time to read health
information?
v. Do5 you ever ask someone else to read or explain health
information?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

E. Demographic Information
27. Name of Respondent: ______________ Contact Number (if any) ______________
28. Location:
[1] Urban
[2] Rural
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29. Which year were you born? ______________ What is your age then? _______________
30. What is your sex?
[1] Male
[2] Female
31. How long have you lived in this community? (Years) ______________
32. Do you consider this place as your home?
[1] Yes
[0] No [88] Don’t know [99] Refused
33. Ethnicity:
[1] Ashanti
[2] Other Akan [3] Ewe
[4] Ga-Adangbe [5] Northern tribes
[6] Others (specify) ___________________
34. What is your religion?
[1] Christian
[2] Islam
[3] Traditional religion
[4] No religion
[6] Others (specify) ___________________
[88] Don’t know [99] Refused
35. Are you currently __________
[1] Married
[2] Divorced
[3] Widowed
[4] Separated
[5] Single
[6] Living together as married
36. What is the highest educational level you have attained?
[1] Never been to school [2] Primary school
[3] JHS/Middle school
[4] SHS/Vocational/Technical
[5] Tertiary level
37. Are you able to read and write at least one language?
[1] Yes [0] No [88] Don’t know
[99] Refused
38. What is highest educational attainment among your household members?
[1] No one has ever been to school
[2] Primary school
[3] JHS
[4] SHS/Vocational/Technical
[5] Tertiary
39. Who does your household usually rely on for health information? Is the person____________
[1] Within your household [2] outside your household?
40. Employment status:
[1] Full-time employee
[2] Part-time employee
[3] Self employed
[4] Pension/retired
[5] Student/Apprentice
[6] homemaker [7]
Unemployed
41. Estimated monthly income/profit (if employed) ______________
42. Are you the main wage earner/bread winner in your household?
[1] Yes [0] No
[88] Don’t know
[99] Refused
43. Do you have a valid health insurance? [1] Yes [0] No [88] don’t know [99] Refused
44. How would you rate your household’s economic status as compared to other households in this
community/neighbourhood on a scale of 1 to 10? (1= very low and 10 is very high)?
Very Low
1
2
45.

3

4

5

6

7

8

9

Very high
10

How would you rate your household’s social status in relation to other households in this
community on a scale of 1 to 10? (1= very low and 10 is very high)
Very Low
Very high
1
2
3
4
5
6
7
8
9
10

46. How many members are in your household?____________________
47. What is your occupation?________________________
48. Is there a CHPS compound in this community? [1] Yes
[0] No [88] Don’t know
[99] Refused
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Appendix 5: Interview Guides
Individual and Focus Group Discussions
Social capital
i.
Where do you usually get or seek health-related information?
ii.
Whom do you usually get or seek health-related information?
iii.
What groups/associations do you join and why?
iv.
In what ways do you benefit from the group? (How are they related to your health?)
v.
How does the group activities/timings affect your health well-being?
vi.
What are some local norms, ideals, practices that promote health?
vii.
Places/locations you get health information from? (Place, region/countries/district)
viii.
Places you get health-related instrumental support? (Place, countries/region/district)
ix.
Places you get emotional support (Place, region/countries/district)
x.
Social norms that influence the physical health of people
xi.
To what extent do can people in this community/neighbourhood be trusted?
xii.
What instances make you argue that people can/cannot be trusted?
xiii.
Some commonly accepted behaviours that you think do impede health
xiv.
How would you summarize the contribution (negative/positive) these groups and individuals
to your health well-being
o Family
o Friends,
o Neighbourhood/house mates
o Work mates
o Church/religious mates
o Sports mates
o People in other communities
o People from other ethnic groups
o Poor/vulnerable group/s
o Community leaders
o Religious leaders
o Politicians
o District health officers
o NGOs
Access to Healthcare
i.
Which of orthodox or traditional medicine do you patronise the most and for what ailments?
Why?
ii.
How does options available for healthcare (adequacy, quality)
iii.
How does accommodation of health facilities affect your health? (Opening hours, hours of
operation/activities, relationship between staff and clients, referral system, waiting times
(queues)
iv.
How does acceptability (Expectations of quality, satisfaction, neighbourhood of health
service, previous experiences, and personal characteristics) relates to your use of health
services
v.
How do travel time, waiting times, commuting means (quality of transportation routes)
vi.
How do financial factors (cost of care, time lost from job in accessing health service)
Health Literacy
i.
Are you able to understand health instructions from your doctor by yourself?
a. Medication, understanding doctor’s message,
ii.
Are you able to use the health services by yourself? (hospitals, clinic, CHPS)
a. Are you aware of the differences in various health facilities available?
b. Do you rely on someone else to use health services?
c. Are you able to read and understand signage and instructions within health
institutions
iii.
What do you and your household usually do to prevent common illnesses in your household
(e.g. malaria, flu, cholera, diarrhoea etc.?)
iv.
How well as you able to interact with health professionals during health care?
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a.

Do you ask for further clarification of your conditions?

How do social relationships influence access to health services in the following ways:
i.
From whom do you usually seek health related knowledge and why?
ii.
In the choice among available health services
iii.
In knowledge on how accommodating some medical centres are in relations to others
iv.
In relation to which preventive health services to uptake
v.
How to choose most accessible (distance wise)
vi.
In terms of financial support or ways to reduce health cost
vii.
In deciding when to use services in terms of acceptability
viii.
Some commonly accepted behaviours that you think do impede the use of health services
How do social relationships influence health literacy?
i.
How often do you receive assistance from friends/family and health professionals in knowing
and understanding current or potential health problems?
ii.
How often do you receive assistance from friends/family and health professionals in taking
medications, deciding when to seek treatment
iii.
How do your friends/family and other social connections help you in knowing how to
interact with health professionals and your illness?
iv.
How often do you seek assistance read or understand health related information? (from
whom?)
v.
How do your social connections contribute to your knowledge on healthy behaviours; need
for vaccinations and health screenings?
vi.
How do your social connections contribute to your knowledge on healthy activities, -healthy
neighborhood, gaining, and using information from the media?
vii.
Would you say the presence of your social connections improve your health-related
knowledge
viii.
Are there instances whereby the information offered by these people have worsened your
condition? How and what happened?

Social Capital and Health Initiatives: CHPS
A. CHPS
1. Why was the CHPS set up in this community?
2. What services is the CHPS meant to provide?
3. How often do you use the CHPS as compared to other clinics and hospitals within and
outside in your district?
4. Why do you think the CHPS compound is functioning well or otherwise?
5. What would you like to improve about the CHPS/What are the deficiencies in the health
services offered by the CHPS
6. Flexibility of the CHPS in relation to access (five dimensions) to health care in your
household
7. Where do your close friends and other family members usually access health services?
8. Have you ever received advice from any family/friends/person in authority as to why you
should/should not use the CHPS to address a particular health problem?
a. Who was that? And what was the health issue about?
Health Outcomes Discussions
1.
2.
3.

4.
5.

How would you describe your general health and even that of your household members?
What are the common ailments that keep you or any member of your household away from
your daily routine?
How often and why do you/do not use any of these preventive health screenings?
a. Regular body-check ups
b. Exercising
c. Vaccinations
Do you take alcoholic beverages or smoke? Why? If yes, how often?
What kind of ailments do you rush to see a doctor and which ones do you ignore or treat by
yourself? Why?
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6.
7.
8.
9.

At what stage of being ill do you feel the need to seek professional opinion?
How often do you use the health services?
a. For what reasons do you/household use health services
Can you attribute any of the above choices/status to influence of any person in your social
networks?
How would you describe the conditions of your life now? (Are you satisfied with everything?
Job, income, education, housing, health status etc.)
a. Is your life better or difficult because of the people you have in your life?

Health-related Knowledge and Access Network
▪ Please elaborate the process involved when you need health information in terms of the
sources you contact prior to meeting the doctor (e.g. from husband, to uncle to landlord to
other knowledgeable neighbour to drug store attendant to doctor).
▪ Please rank these people according to the order of usual contact and why so?
Health Professionals/Institutions
1.
2.

3.
4.
5.
6.
7.
8.

9.

To what extent does social relationships affect use of the services provided here?
How common is it for people to rely on their social connections for health care (knowledge on
illness, treatment and adhering to medications) adhering to medications, using health
information)
To what extent do you involve friends and family of patients in health care delivery (e.g.
knowledge on illness, treatment, and adhering to medications?
How do you incorporate social relationships in health promotion activities (e.g. healthy
activities; keeping healthy neighborhood, healthy media/public information)
How do you incorporate social relationships in disease prevention activities (e.g. health
behaviors—smoking, alcohol, dieting; vaccinations; health screening attitudes)?
How do social relationships impede the willingness and ability of people to use health services
in general and/or specifically your facility?
How do social relationships of patients assist in successful health care delivery?
How much do the people know about the systematic referral system?
a. How often / willing are they to comply/use the systematic referral system
b. How do patients’ attitudes towards the referral system affect the operations of the
health facility?
c. In your experience, how much do friends and family of patients influence adherence
to the referral system
How willing are people to use the CHPS (for curative care)?
a. How have the functions of the CHPS changed over time?
b. How have the use of the CHPS changed over time?
c. What do you think are the causes of these changes?
d. To what extent can you attribute any of the above situations to nature of social
networks (cohesion, trust, civic participants) account for such changes in functions
and use?
e. How would you compare the operations of this CHPS facility to others you have
worked in or you know about? Are there anything different that is related to how this
community members organize themselves or get along?

Community Leaders
1.
2.
3.
4.
5.

What are some of the community mobilisation and communal activities usually undertaken in
this community?
How would you compare the closeness of this community/town as compared to neighbouring
communities?
What are some the usual agenda for community activities/gatherings
What are some of the activities undertaken during community mobilisation and how does those
relate to the health and well-being of people?
What/how are some norms and practices that promote health in this
community/neighbourhood?
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6.
7.

8.

What/how are some norms and practices that prevent diseases in this
community/neighbourhood?
Elaborate how the community/neighbourhood and the leadership assist its members to access
health services (finances, transportation, selecting acceptable health services use, finding help
for the sick, )
What in your opinion are some of the common practices that impede or discourage people from
using of health services?) and How? (e.g. knowledge on some health-related conditions and
treatment options)
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Appendix 6: Informed Consent Form
Study Title: Social Capital, health and healthcare.
Name of Researcher: Mr. Padmore Adusei Amoah

Please complete and sign:
I confirm that I have read and understood the participant information and/or
Have had the content and purpose of the study satisfactorily explained to me
in my preferred language. I have had the opportunity to ask questions and
have been given satisfactory response

I agree to take part in the study

_______________________

________________

________________
Name of Participant

Date
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Signature

Appendix 7: Letters of Permission and Ethical Clearance
Regional Health Office Permission
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Ethical Clearance: CHRPE
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Appendix 8
Exploratory Factor Analysis of S-ACAT Instrument
Variable
1
1

2

3

4

Group and Individual Support
Support from Group
Group membership
Support from all individuals
Citizenship participation
Joined together with other community members to
address a problem
Talked with a local authority or governmental
organisation about problems in this
community/neighbourhood
Cognitive social capital
Do the majority of people in this community generally
get along with each other?
Do you feel as though you are really a part of this
community?
Do you think that the majority of people in this
community would try to take advantage of you if they
got the chance?
Generally speaking, would you say that most people in
your community/neighbourhood can be trusted or that
you need to be very careful in dealing with people?
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Component
2
3

4

.916
.897
.490
.832
.729

.775
.727
.870

.315

.587

Appendix 9: Confirmatory Factor Analysis of Instruments: Latent Models
(Standardised Coefficients)

Access Health Care

Health literacy scale CFA (The Swedish functional health literacy scale)
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Appendix 10: Deriving a composite score for health-related quality of life
(HRQoL): Results of Exploratory Factor Analysis

Total Variance Explained
Component
Initial Eigenvalues
Total
1
2
3
4

2.018
.945
.688
.349

1
2
3
4

% of
Variance
50.462
23.620
17.202
8.717

Cumulative
%
50.462
74.081
91.283
100.000

Extraction Sums of Squared
Loadings
Total
% of
Cumulative
Variance
%
2.018
50.462
50.462

Variables
Inactive days less than 14 days (Better
active days)
Physical health (Good)
Mental Health (Good)
Self-rated health (Good)

Extraction Method: Principal Component Analysis
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Component
.869
.792
.709
.366

Appendix 11: Proportions of different Health outcomes by Sociodemographic factors
Characteristic

Self-rated health

Physical health
N (%)
Good

N (%)
Poor

Well-being

N (%)
Good

N (%)
Poor

Sex
Male

281 (77.4)

82 (22.6)

318 (87.8)

44 (12.2)

Female

283 (68.3)

132
(31.8)

362 (87.2)

53 (12.8)

117 (28.1)

18-24

137 (72.5)

52 (24.3)

168 (88.4)

22 (11.6 )

25-34

181 (77.0)

54 (25.2)

214 (91.1)

21 (8.9)

35-44

124 (73.4)

45 (21.0)

146 (86.9)

45-59

81(69.2)

36 (30.8)

60+

41 (60.3)

27 (39.7)

Rural

253 (69.1)

Urban

311 (75.5)

Emergency services

Hospitalization

Total

N (%)
Satisfied

N (%)
Dissatisfi
ed

Yes
N (%)

No
N (%)

Yes
N (%)

No
N (%)

109 (30.0)

254 (70.0)

227 (62.5)

136 (37.5)

289 (69.5)

363 (46.6)
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(71.9)

301 (72.4)

115 (27.6)

127
(30.5)
53 (14.6)

310 (85.4)

416 (53.4)

69 (36.3)

121 (63.7)

129 (24.4)

61 (32.1)

41 (21.6)

149 (78.4)

190 (24.4)

74 (31.5)

161 (68.5)

162 (68.9)

73 (31.1)

49 (20.9)

186 (79.1)

235 (30.2)

22 (13.1)

45 (19.9)

124 (73.4)

107 (63.3)

62 (36.7)

43 (25.4)

126 (74.6)

169 (21.7)

99 (85.3)

17 (14.7)

22 (18.8)

95 (81.2)

75 (64.1)

42 (35.9)

24 (20.5)

93 (79.5)

117 (15.0)

53 (77.9)

15 (22.1)

16 (23.5)

52 (76.5)

55()

13 (19.1)

23 (33.8)

45 (66.2)

68 (8.7)

113
(30.9)
101
(24.5)

308 (84.4)

57 (15.6)

83 (22.7)

283 (77.3)

233 (63.7)

133 (36.3)

93 (25.4)

273 (74.6)

366 (47.0)

372 (90.3)

40 (9.7)

143 (34.6)

270 (65.4)

295 (71.4)

118 (28.6)

87 (21.1)

326 (78.9)

413 (53.0)

466 (87.3)

68 (12.7)

149 (27.8)

387 (72.2)

365 (68.1)

171 (31.9)

410 (76.5)

536 (68.8)

91 (89.2)

11 (10.8)

36 (35.3)

66 (64.7)

65 (63.7)

37 (36.3)

126
(21.2)
20 (19.6)

82 (80.4)

102 (13.1)

26 (92.9)

2 (7.1)

6 (21.4)

22 (78.6)

20 (3.8)

8 (28.6)

9 (32.1)

19 (67.9)

28 (3.6)

N (%)

Age

Context

Ethnicity
Asantes

382 (71.4)

Other Akan

74 (72.5)

153
(28.6)
28 (27.5)

Ewe

23 (82.1)

5 (17.9)

Ga-Adangbe

7 (77.8)

2 (22.2)

9 (100)

0 (0)

1 (11.1)

8 (88.9)

3 (33.3)

6 (66.7)

3 (33.3)

6 (66.7)

9 (1.2)

Northern tribes

78 (75.0)

26 (25.0)

88 (84.6)

16 (15.4)

34 (32.7)

70 (67.3)

32 (30.8)

72 (69.2)

22 (21.2)

82 (78.8)

104 (13.4)

Religion
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Characteristic

Self-rated health

Physical health

N (%)
Good

N (%)
Poor

Christianity

472 (73.2)

564 (87.6)

80 (12.4)

188 (29.1)

Islam

64 (71.1)

173
(60.7)
26 (28.9)

N (%)
Dissatisfi
ed
458 (70.9)

N (%)
Poor

N (%)
Satisfied

76 (84.4)

14 (15.6)

25 (27.8)

65 (72.2)

Traditional

9 (56.3)

7 (43.8)

14 (87.5)

2 (12.5)

5 (31.3)

No Religion

19 (70.4)

8 (29.6)

26 (96.3)

1 (3.7)

8 (29.6)

35 (63.6)

20 (36.4)

42 (76.4)

13 (23.6)

81 (69.2)
220 (72.6)
175 (73.8)
53 (80.3)

36 (30.8)
83 (27.4)
62 (29.2)
13 (6.1)

104 (89.7)
264 (86.8)
211 (89.4)
59 (89.4)

261 (74.6)

89 (25.4)

Previously
married

49 (59.0)

Never
married/single
Household Size

Emergency services

Hospitalization

Total

Yes
N (%)

No
N (%)

Yes
N (%)

No
N (%)

437 (67.6)

209 (32.4)

499 (77.2)

644 (82.7)

63 (70.0)

27 (30.0)

147
(22.8)
22 (24.4)

68 (75.6)

92 (11.8)

11 (68.8)

4 (25.0)

12 (75.0)

1 (6.3)

15 (93.8)

16 (2.1)

19 (70.4)

24 (88.9)

3 (11.1)

10 (37.0)

17 (63.0)

27 (3.5)

14 (25.5)

41 (74.5)

38 (69.1)

17 (30.9)

11 (20.0)

44 (80.0)

55 (7.1)

12 (10.3)
40 (13.2)
25 (10.6)
7 (10.6)

26 (11.5)
83 (27.3)
77 (32.5)
40 (60.6)

91 (77.8)
221 (72.7)
160 (67.5)
26 (39.4)

75 (64.1)
193 (63.5)
172 (72.6)
50 (75.8)

42 (35.9)
111 (36.5)
65 (27.4)
16 (24.2)

34 (29.1)
69 (22.7)
52 (21.9)
14 (21.2)

83 (70.9)
235 (77.3)
185 (78.1)
52 (78.8)

117 (15.0)
304 (39.0)
237 (30.4)
66 (8.5)

303 (87.1)

45 (12.9)

79 (22.6)

271 (77.4)

245 (70.0)

105 (30.0)

89 (25.4)

261 (74.6)

350 (44.9)

34 (41.0)

68 (81.9)

15 (18.1)

21 (25.3)

62 (74.7)

58 (69.9)

25 (30.1)

26 (31.3)

57 (68.7)

83 (10.7)

245 (73.6)

91 (26.4)

309 (89.3)

37 (10.7)

126 (36.4)

220 (63.6)

225 (65.0)

121 (35.0)

65 (18.8)

281 (81.2)

346 (44.4)

1
2
3
4
5

20 (71.4)
47 (70.1)
69 (73.4)
105 (73.9)
145 (76.7)

8 (28.6)
20 (9.3)
25 (26.6)
37 (26.1)
44 (23.3)

24 (85.7)
57 (85.1)
82 (86.3)
127 (90.1)
171 (90.5)

4 (14.3)
10 (14.9)
13 (13.7)
14 (14.4)
18 (9.5)

10 (4.4)
18 (26.9)
30 (31.6)
44 (31.0)
69 (36.5)

18 (64.3)
49 (73.1)
65 (68.4)
98 (69.0)
120 (63.5)

19 (67.9)
46 (68.7)
69 (72.6)
91 (64.1)
134 (70.9)

9 (32.1)
21 (31.3)
26 (27.4)
51 (35.9)
55 (29.1)

9 (32.1)
21 (31.3)
26 (27.4)
51 (35.9)
55 (29.1)

28 (3.6)
67 (8.6)
95 (12.2)
142 (18.2)
189 (24.3)

6+

178 (69.0)

80 (31.0)

219 (85.2)

38 (14.8)

55 (21.3)

203 (78.7)

169 (65.5)

89 (34.5)

19 (67.9)
46 (68.7)
69 (72.6)
91 (64.1)
134
(70.9)
169
(65.5)

89 (34.5)

258 (33.1)

Educational
Attainment
Never been to
school
Primary school
JHS
SHS
Tertiary Level
Marital Status
Married

N (%)
Good

Well-being
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N (%)

Characteristic

Employment
Status
Employee
Self employed
Unemployed
Monthly Income

Self-rated health

Physical health

N (%)
Good

N (%)
Poor

N (%)
Good

115 (80.4)
285 (71.3)

129 (90.8)
344 (86.0)

164 (69.8)

28 (19.6)
115
(28.8)
71 (30.2)

165 (69.9)
123 (77.4)
53 (75.7)
35 (83.3)

N (%)
Poor

Well-being

Emergency services

Hospitalization

Total

N (%)
Satisfied

N (%)
Dissatisfi
ed

Yes
N (%)

No
N (%)

Yes
N (%)

No
N (%)

13 (9.2)
56 (14.0)

61 (42.7)
92 (23.0)

82 (57.3)
308 (77.0)

105 (73.4)
257 (64.3)

38 (26.6)
143 (35.8)

28 (19.6)
87 (21.8)

115 (80.4)
313 (78.3)

143 (18.4)
400 (51.3)

207 (88.1)

28 (11.9)

73 (30.9)

163 (30.9)

166 (70.3)

70 (29.7)

65 (27.5)

171 (72.5)

236 (30.3)

71 (30.1)
36 (22.6)
17 (13.0)
7 (16.7)

204 (86.4)
136 (85.5)
62 (88.6)
39 (92.9)

32 (13.6)
23 (14.5)
8 (11.4)
3 (7.1)

43 (18.2)
51 (32.1)
26 (37.1)
20 (47.6)

193 (81.8)
108 (67.9)
44 (62.9)
22 (52.4)

150 (63.6)
105 (66.0)
50 (71.4)
31 (73.8)

86 (36.4)
54 (34.0)
20 (28.6)
11 (31)

51 (21.6)
35 (22.0)
15 (21.4)
5 (11.9)

185 (78.4)
124 (78.0)
55 (78.6)
37 (88.1)

223 (46.7)
147 (30.8)
66 (13.8)
42 (8.8)

126 (71.6)
80 (71.3)
65 (70.7)
92 (79.3)
197 (71.4)

50 (28.4)
33 (28.7)
27 (12.7)
24 (20.7)
79 (37.1)

156 (88.6)
103 (89.6)
83 (90.2)
99 (85.3)
237 (86.2)

20 (11.4)
12 (10.4)
9 (9.8)
17 (17.7)
38 (13.8)

60 (34.1)
43 (37.4)
29 (31.5)
34 (29.3)
60 (21.7)

116 (65.9)
72 (62.6)
63 (68.5)
82 (70.7)
217 (78.3)

130 (26.1)
85 (73.9)
64 (69.6)
69 (59.5)
179
(64.6)

46 (26.1)
30 (26.1)
28 (30.4)
47 (40.5)
98 (35.4)

45 (25.0)
31 (27.0)
21 (22.8)
21 (18.1)
62 (22.4)

131 (74.4)
84 (73.0)
71 (77.2 )
95 (81.9)
215 (77.6)

176 (22.7)
115 (14.8)
92 (11.9)
116 (14.9)
277 (35.7)

353 (24.7)

426 (91.0)

42 (9.0)

141 (30.1)

328 (69.9)

327 (69.7)

142 (30.3)

469 (39.8)

254 (82.2)

55 (56.7)

85 (27.4)

225 (72.6)

201 (64.8)

109 (35.2)

110
(23.5)
70 (22.6)

359 (76.5)

211 (68.3)

116
(24.7)
98 (31.7)

240 (77.4)

310 (60.2)

184 (73.0)

68 (27.0)

219 (87.3)

32 (12.7)

67 (26.6)

185 (73.4)

165 (65.5)

87 (34.5)

165
(65.5)

87 (34.5)

527 (67.7)

N (%)

a

<200 GH¢
200-500 GH¢
500-1000 GH¢
1000+ GH¢
Length of Stay
in Current
Community
1-5 years
6-10 years
11-15 years
16-20 years
21+ years
Health
Insurance
Yes
No
Main wage
earner of
household
Yes
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Characteristic

No

Self-rated health

Physical health

N (%)
Good

N (%)
Poor

N (%)
Good

380 72.2()

146
(27.8)

461 (87.6)

N (%)
Poor
65 (12.4)

Well-being
N (%)
Satisfied
159 (30.2)

N (%)
Dissatisfi
ed
368 (69.8)

Note: N = 779

310

Emergency services
Yes
N (%)

No
N (%)

363 (68.8)

164 (31.1)

Hospitalization
Yes
N (%)
363
(68.9)

No
N (%)
164 (31.1)

Total

N (%)
252 (32.3)

Appendix 12: Health-related
Health Behaviours
1

2

3

4

5

6

Routine body check
up
Yes
No
Blood pressure checkup
Yes
No
Smoking habit
Everyday
Some days
Not at all
Alcohol consumption
Everyday
Some days
Not at all
Exercising habit
Yes
No
Sleeping habit (hours)
0-6 hours
7+ hours
Mean (SD)

behaviours between rural and urban populations
Urban
n (%)

Rural
n (%)

p-value

Total
n (%)

151 (37.7)
250 (62.3)

99 (27.1)
266 (72.9)

.002

250 (32.6)
516 (67.4)

.000
173 (43.5)
225 (56.5)

95(26.1)
269(73.9)

268(35.2)
494(64.8)

4 (1.0)
24 (6.0)
369 (92.9)

4 (1.1)
15 (4.1)
343 (94.8)

15 (3.8)
100 (25.4)
278 (70.7)

6 (1.7)
63 (17.4)
294 (81.0)

251 (64.9)
136 (35.1)

158 (43.4)
206 (56.6)

.000

342 (45.5)
409(54.5)

107 (25.9)
306 (74.1)
7.4 (1.69)

83 (22.7)
283 (77.3)
8.0 (2.05)

.295

190 (24.4)
589(75.6)
7.69 (1.89)

.493
8(1.1)
39(5.1)
712(93.8)
.003
21(2.8)
163(21.6)
572(75.7)

.000t

Significant values are based on Pearson’s Chi-square tests. Some values may not add up to 779 due to missing
values and/or inapplicable cases.
t Significant test based on independent sample t-test.
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Appendix 13: Bivariate correlation between health-related behaviours and sociodemographic variables
Body check

Blood
pressure
check

Smoking

Alcohol
consumption

Exercise

Sleeping
habits

1.
2.
3.
4.
5.
6.
7.
8.
9.

Routine body check-up
Blood pressure check
Smoking
Alcohol consumption
Exercise
Sleeping hours
Age
Sex
Consider this place as home

.406**
-.063
-.029
.081*
.033
.071
.012
-.060

-.071
-.025
.108**
-.006
.064
.063
-.105**

.378**
-.046
-.004
-.072*
.080*
-.006

.035
.060
-.098**
.143**
-.006

.043
-.113**
-.122**
-.046

-.043
.040
.046

10.
11.
12.
13.

Ethnicity
Religion
Marital status
Educational status

.066
.025
-.093
.096**

.078*
.074*
-.075*
.085*

-.108**
-.207**
.043
.014

-.024
-.089*
.058
-.001

.030
-.009
.075*
.245**

-.077*
-.008
.038
-.012

14.
15.
16.
17.
18.

Ability to read and write
Education of household
Employment status
Estimated income
Main wage earner of household

.090*
.097**
-.035
.136**
.062

.078*
.105**
-.011
.147**
-.009

.063
.031
-.040
.014
-.045

.057
-.047
-.037
-.090
-.106**

.231**
.199**
.013
.212**
-.086*

-.033
-.051
.041
-.141**
-.115**

.098**
.111**
.108**

.082*
.062
.043

.072*
.072*
.105*

.057
-.046
-.077*

.034
.091*
.142**

.039
-.065
-.121**

19. Health insurance
20. Economic status
21. Social status

312

Body check

22. Household size
23. Occupation
24. Length of stay in community

-.076*
-.053
-.057

Blood
pressure
check
-.041
-.046
-.115**

25. Context – Rural or Urban

-.112**

-.182**

Smoking

Alcohol
consumption

Exercise

Sleeping
habits

.002
-.028
.020

.043
-.013
.015

-.067
.013
-.178**

.005
.044
.015

.037

.122**

-.215**

.174**

**Correlation is significant at the 0.01 level (2-tailed). *Correlation is significant at the 0.05 level (2-tailed).
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Appendix 14: The mechanism of influence of social capital on health: mediation structures

Routine body check-up as mediator between social capital and health (standardised regression coefficients)
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Goodness of fit indices for mediation model - Routine body check up as mediator between
Social capital and Access to healthcare
DF (P)
19
(.000)

CMIN/DF
4.548

Goodness-of-fit Indices: Routine body check up
GFI
AGFI
NFI
RFI
IFI
TLI
.988
.894
.960
.674
.968
.726

CFI
.966

RMSEA
.068

Total effects
Total effects: Routine body check-up as mediator between social capital and health a
Well-being
Emergency
Self-rated
Routine
room
health
body checkup
β
β
β
β
Citizenry
.029
.050*
-0.024
.011
participation
Group Support
.101*
.020***
-.003
.102**
Linking
.005
.102**
-0.071
.050
Bridging
-.008
.-036
.084*
.064
Routine body
.095***
-.195***
-.021
check-up
***Significant at the 0.01 level (2-tailed)**Significant at the 0.01 level (2-tailed).
*Significant at the 0.05 level (2-tailed).
Direct effects
Directs effects: Routine body check-up as mediator between social capital and health a
Routine body check-up
Well-being
Emergency
SelfRoutine
as mediator
room
rated
check-up
health
β
β
β
β
Citizenry participation
.028
.047
-.023
.011
Group Support
.091*
-.009
.102**
Linking
.093*
-.070
.050
Bridging
.095
-.048
.085*
.064
Routine body check-up
.095***
-.195**
.021
R2
.154
.075
.072
.028
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed). *Significant at the 0.05 level
a
(2-tailed).
Empty spaces show relationships that were removed to improve the model

Indirect Effects
Indirect effects: Routine-body check-up as mediator between social capital and health a
Well-being
Emergency room Self-rated
health
β
β
β
Citizenry participation .001
.002
Group Support
.010***
-.020***
-.002
Linking
.005
.010
-.001
Bridging
.006
.012
-.001
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed). *Significant at the 0.05 level
(2-tailed).a Empty spaces show relationships that were removed to improve the model
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Smoking as mediator between social capital and health (standardised regression coefficients)

316

DF (P)
40
(.124)

CMIN/DF
1.262

GFI
.994

Goodness-of-fit Indices: Smoking
AGFI
NFI
RFI
IFI
.967
.983
.920
.996

TLI
.982

CFI
.996

RMSEA
.018

Total effects: Smoking as mediator between social capital and health a
Smoking as
mediator

HRQoL

Emergency
room

Hospitalisation

Selfrated
health
β
-.023

Physical
health

Smoking

β
β
β
β
β
Citizenry
.019
.046
-.021
.003
-.078*
participation
Bridging
.037
.002
.026
.056
.010
.060
Bonding
-.001
.024
-.073
.001
.059
-.016
Group
.038
-.001
-.001
-0.015
.001
-.025
Support
Smoking
.088
.0.37
.042*
-.036
-.032
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed) *Significant at the 0.05 level
(2-tailed) a Empty spaces show relationships that were removed to improve the model
Direct effects: Smoking as mediator between social capital and health
Smoking as HRQoL Emergency Hospitalisation SelfPhysical Smoking
mediator
room
rated health
Direct
health
effects
β
β
β
β
β
β
Citizenry
-.018
.049
.026
-.026
-.0.078*
participation
Bridging
.023
.032
.058
.012
.060
Bonding
.024
.073
.058
-.016
Group
.040
-.016
-025
Support
Smoking
.042
.037
.088*
-.036
-.032
R2
.064
.041
.077
.069
.033
.009
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed) *Significant at the 0.05 level
(2-tailed) a Empty spaces show relationships that were deleted to improve the model
Indirect effects: Smoking as mediator between social capital and health a
Smoking as
HRQoL Emergency Hospitalisation SelfPhysical
mediator
room
rated
health
Indirect
health
effects
β
β
β
β
β
Citizenry
-.003
-.003
-.007*
.003
.003
participation
Bridging
.005
.002
.003
-.002
-.002
Bonding
-.001
-.001
-.001
.001
.001
Group
-.002
-.001
-.001
.001
.001
Support
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed) *Significant at the 0.05 level
(2-tailed)a Empty spaces show relationships that were deleted to improve the model
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Exercising as mediator between social capital and health (standardised regression coefficients)
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DF (P)
42
(.000)

CMIN/DF
2.906

GFI
.987

Goodness-of-fit Indices: Exercising
AGFI
NFI
RFI
IFI
.919
.954
.748
.970

TLI
.819

CFI
.967

RMSEA
.049

Total effects: Exercise as mediator between social capital and health a
Exercising as
WellEmergency Hospitalisation SelfPhysical Exercising
mediator
being
room
rated
health
health
β
β
β
β
β
β
Citizenry
.032
.052
.020
-.026
-.001
.036
participation
Cognitive SC
-0.004
-0.004
-.030
-.014
-.088*
-0.040
Bonding
-.007*
.016
-.005
-.001
.065
-0.066
Group Support
.104*
.009
.046
.002
-.003
.194***
Linking
-.004
.099*
.018
-.073
.001
-0.038
Bridging
-.004
-.038
.029
.082*
.010
.121***
Exercising
.099*** .-100**
.074
.010
-.014
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed) *Significant at the 0.05
level (2-tailed)
a
Empty spaces show relationships that were removed to improve the model
Directs effects: Exercise as mediator between social capital and health
Exercising as
WellEmergency Hospitalisation SelfPhysical Exercising
mediator
being
room
rated
health
Direct effects
health
β
β
β
β
β
β
Civic
0.29
.048
.017
-.026
.036
participation
Cognitive SC
-.027
-.013
-.089
-.040
Bonding
0.022
--.064
-.066
Group Support
.084*
-.010
.032
.194***
Linking
.103**
.021
-.072*
-.038
Bridging
-.016
-.050
.020
.080*
.012
.121***
Exercising
.099**
-.100**
-.074
0.010
-0.014
R2
.152
.056
.065
0.072
.038
.069
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed) *Significant at the 0.05 level
a
(2-tailed)
Empty spaces show relationships that were deleted to improve the model
Indirect Effects
Indirect effects: Exercise as mediator between social capital and health a
SLW
Emergency
Hospitalisation
SelfPhysical
room
rated
health
health
β
β
β
β
β
Citizenry
.004
.004
.003
-.001
participation
Cognitive SC
-.004
-.004
-.003
-.001
Bonding
-.007
-.007
-.005
-.001
.001
Group Support .019***
-.019**
-0.014
.002
-.003
Linking
-.004
-.004
-.003
.001
Bridging
.012***
.012***
.009
-.001
-.002
***Significant at .001 (2-tailed) **Significant at the 0.01 level (2-tailed) *Significant at the 0.05 level
a
(2-tailed)
Empty spaces show relationships that were removed to improve the model
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Appendix 15: Nature of physical environment at Amoam-Achiase

Plate 1: Unkempt condition of one of the walkways leading to the CHPS compound at AmoamAchiase

Plate 3: State of the public dump site at Amoam-Achiase
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Plate 2: State of the only public toilet facility at
Amoam Achiase
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